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the 
Fast Relief 


Medihaler offers virtually instantaneous relief and does 
so with little effort and with maximum safety. 


Measured-Dose True Nebulization 


Delivers a measured dose of true nebular vapor... Dose 
is always the same regardless of strength of fingers or 
amount of medication in bottle. 


Costs the Patient Less 


Medihaler Oral Adapter is made of unbreakable plastic 
...-NoO moving parts...and 200 applications in each 10 cc. 
bottle. 


Medihaler-Epi” 


Riker brand of epinephrine U.S.P. 0.5% solution in inert, 
nontoxic aerosol vehicle. Each ejection delivers 0.125 mg. 
epinephrine. In 10 cc. vial with metered-dose valve. 


5% 
Indicated in acute or recurring bronchospasm. Re- 
places injected epinephrine in many emergency situations. 
® 
Medihaler-lso 
q Riker brand of isoproterenol HCl 0.25% solution in 
5 inert, nontoxic aerosol vehicle. Each ejection delivers 


0.06 mg. isoproterenol. In 10 cc. vial with metered-dose 
valve. e Indicated in acute or recurring bronchospasm. 


Note: First prescription should include desired medication and 
Medihaler Oral Adapter, supplied with pocket-sized 
plastic container. 


-——The Medihaler principle 


is also available in Medihaler-Nitro™ (octyl nitrite) for the rapid re- 
lief of angina pectoris...and Medihaler-Phen™ (phenylephrine-hydro- 
cortisone-neomycin) for lasting, effective relief of nasal congestion. 


Riker); ANGELES 
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substance of walls. Thus, CV. may 
hreatened abc 


‘ Flavonoid Compound 
ic Acid (Vitamin C) . | 


ow bioflavonoids 
ascorbic acid. .. 
and I 1abitua abortion 
nosebleeds, gum bleeding and easy bruising were observed in 
a high percentage of women who had repeated al 
ler investigator? reporte d abnormal capi ry ag ty 
“cement” helpful 
compound ‘sometimes referred to as “vitamin P complex”), 
combined with ascorbic acid. C.V.P. is water-soluble and believed to 
more ri absorbed than relatively insoluble rutin, 
@ 
| 
C.V.P. capsule or each teaspoonful (5cc.) 
Greenblatt, R. B.: Obstet. & Gyn. 2:530, 1953 
samples and literature from U. S. Vitamin corporation 
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part of every //iness 


ANXIETY 


is part of 


HYPERTEN| 


® 
In every patient... 
a valuable adjunct 
to the customary therapy 
Supplied: Tablets, 400 mg., bottles of 50. 
Usual Dose: 1 tablet, t.i.d. 
MEPROBAMATE 

inedio! dicarbamate) 

Pat. No. 2,724,720 Wyeth 
® 


anti-anxiety factor with muscle-relaxing action EP REE Philadelphia 1, Pa. 
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RHEUMATIC 
DISORDERS 


MEPROBAMATE 
dicarbamate) 
Licensed under U.S. Pat. No. 2,724,720 


Response to Meprobamate Therapy:' 


Disease Patients Percentage Benefited 
Rheumatoid spondylitis 21 90.4 
Fibrositis 20 85.0 
Cervical root syndrome 27 85.2 
Rheumatoid arthritis, mild 17 76.5 
Torticollis 5 80.0 


“‘Meprobamate [Equanit] has an outstanding utility in the 
rheumatic diseases where fibrositis is a predominant feature. 
It is capable of relieving the symptom of stiffness and thereby 
much or all of the pain....’! In addition to relaxing the 
skeletal muscles, Equanit relieves emotional tension and 
promotes restful sleep. 


Supplied: Tablets, 400 mg., bottles of 50 

Usual Dose: 1 tablet, t.i.d. 

1. Smith, R.T., et al.: Paper read be 
Section on General Practice, AnnualMé 
ing, A.M.A., June 13, 1956. 
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... part of every ///ness 


ANXIETY 


is part of 


GASTROINTESTINAL 
DISORDERS | 


* 


In every patient... 


* 
a valuable adjunct 
to the customary therapy 
Supplied: Tablets, 400 mg., bottles of 50. 
Usual Dose: 1 tablet, t.i.d. 
tles of 50 
®) 
‘ead bel Philadelphia 1, Pa. 
Me *Trademark 
MEPROBAMATE 
anti-anxiety factor with muscle-relaxing action Licensed under U.S. Patent No. 2,724,720 
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- part of every ///ness 


ANXIETY 


is a source of 


MEPROBAMATE 
dicarbamate) 
Licensed under U.S. Pat. No. 2,724,720 


“Many neglected anxiety neurotics become a medical and social burden. 
Confirmed hypochondriacs fill our offices and clinics clamoring for 
intervention by the doctor.... They create instability and unhappiness 


at home and communicate their own anxiety to their intimates.” 


Hypochondriasis is a manifestation of emotional unrest. Supplied: Tablets, 400 me., bottles of 50. 


Usual Dose: 1 tablet, t.i.d. 
EQuANIL relieves the patient’s anxiety, lessens his muscular —,_ gaceland, F.J.: Texas State J. Med. SI 
299 (June) 1955. 


tension, encourages restful sleep*, providing an improved 2. Lemere, F.: Northwest Med. 54:1098 


(Oct.) 1955 


® 
anti-anxiety factor with muscle-relaxing action aa Philadelphia 1, Pa. 


attitude and wholesome rapport. 
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Whe. Name Remember 
RIB-BACK 


To the Profession it has served with undivided responsi- 
bility for so many years ... BARD-PARKER has de- 
voted its scientific knowledge and the inimitable skill 
of its craftsmen in developing the finest surgical blade 
possible . . . a blade that meets the demand of the Pro- 


fession for quality and economy. 


The satisfaction of knowing you have chosen the best 
is yours when you use B-P RIB-BACK blades. 


its ah arp Ask your dealer 


BARD-PARKER COMPANY, INC. 
Danbury, Connecticut 
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a—Film-sealed tablets, Abbott: pat 


AFTER ALMOST 
FIVE YEARS OF 
INVESTIGATION 
AND EXTENSIVE 
CLINICAL USE 
‘MILLIONS OF 
PRESCRIPTIONS) 
THERE HAS NOT 
BEEN A SINGLE 
REPORT OF 

A SERIOUS OR 
FATAL REACTION 
TO ERYTHROCIN 


applied for. 


This remarkable safety record stands un- 
paralleled in systemic antibiotic therapy 
today. In addition to being an unusually 
well-tolerated drug... ERYTHROCIN (com- 
pared to most other commonly-used anti- 
biotics) is virtually free of side effects. 


Still, with this virtual freedom from tox- 
icity, ERYTHROCIN is effective in the great 
majority of common, bacterial respiratory 
infections. In speaking of pneumonia, Her- 
rell said, “the lack of toxic manifestations 
following administration of erythromycin 
today actually favors its use over that of 
the broad-spectrum antibiotics in the treat- 
ment of this infection.” 


While discussing purulent cellulitis and 
sepsis due to staphylococci, Eastman, et al., 
mentioned erythromycin as a drug of first 
choice in treating these conditions.” 


Meanwhile, Solomon and Johnston stated, 
“in the staphylococcic and streptococcic in- 
fections, other than pneumonias, without 
exception the results of treatment with ery- 
thromycin were excellent.” 


THERAPY 


You, too, can have these same good results 
in your everyday practice—plus the assur- 
ance of prescribing a drug proved to be 
exceptionally well-tolerated in almost five 
years’ use. Filmtab ERYTHROCIN Stearate 
(100 and 250 mg.), in bottles of 25 and 100. 


STEARATE (Erythromycin Stearate, Abbott) 


1. Herrell, W. E., Erythromycin, Antibiotics Mono- 
graphs, No. 1, p. 34,New York, Medical Encyclopedia 
Inc., 1955. 2. Eastman, G., Cook, E. and Bunn, P., 


N.Y. State J. Med., 56:241, 1956. 3. Solomon, S. ObGott 
and Johnston, B., Amer. J. Med. Sc., 230:660, 1955. 
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D's) 
Against the TRICHOMONAS 
aginitis Specbuuny 
fy 


welcome clinical advance... 
effective medication 


in an appealing form 


Soft and pliant as a°tampon, the Milibis vaginal suppository offers proved therapeutic 
action* ina vehicle giving unusual clinical advantages to both patients and physician. 


When 
(iG; _/ COVERS CERVIX AND VAGINAL WALL —The pliant Milibis suppository 
Es S , disintegrates readily and molds itself to the cervix as well as the 
rr columns and rugae of the vaginal vault. 
SHORT DOSAGE SCHEDULE -The short course of treatment with 
aE Milibis—only 10 suppositories in most cases—together with the clean, odorless, 
Sd non-staining qualities eliminates psychic barriers which often interrupt 


longer treatments before complete cure. 


MILIBIS 
Vaginal Suppositories 


Supplied: boxes of 10 


> 
‘ *97 per cent effective in a study of 564 cases; 
94 per cent effective in a series of 510 cases. 
LABORATORIES 
New York 18, N.Y. 


Milibis (brand of glycobiarsol), trademark reg. U.S. Pat. Off. 
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Against Pathogen & Pain 
in urinary tract infections 


Azo Gantrisin combines the single, soluble 
sulfonamide, Gantrisin, with a time-tested 
urinary analgesic - in a single tablet. 


Prompt relief of pain and other discomfort is 
provided together with the wide-spectrum 
antibacterial effectiveness of Gantrisin which 
achieves both high urinary and plasma levels so 
important in both ascending and descending 
urinary tract infections. 

Each Azo Gantrisin tablet contains 0.5 Gm Gantrisin ‘Roche’ plus 50 mg 


phenylazo-diamino-pyridine HCl. Gantrisin® - brand of sulfisoxazole 


Original Research in Medicine and Chemistry 
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™, 


no other suppository | 


can do more to bring 
sustained 
comfort 
to your 
anorectal 
patients 
than 


hemorrhoidal 
SUPPOSITORIES 
with cod liver oil 


. DESITIN SUPPOSITORIES afford rapid relief in hem- 
lubricates ® orrhoids (non-surgical). Norwegian cod liver oil (rich 
“ in vitamins A and D and unsaturated fatty acids) helps 

eases pain * promote healing. They do not contain styptics, local 
anesthetics, or narcotics and therefore 


do not mask serious rectal disease. 
In boxes of 12. 


relieves itching e 
decongests e 


samples are available from 


DESITIN CHEMICAL COMPANY 


Providence, R. I. 
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BLOOD DRAWS ITS OWN PROFILE 


Here’s one of the most ingenious methods of 
blood analysis! A small strip of paper in an 
electric field paints a picture that’s worth a 
thousand calculations! 


Principle: The phosphatides and phospha- 
tide-containing complexes travel along the 
electrified path of the paper strip allowing 
identifiable protein and lipid complexes to be 
deposited at various points. Where the phos- 
phatide content is insufficient, electroneutral 
lipids (cholesterol, neutral fat) are set free to 
remain at the starting point. Thus we obtain 
the characteristic tell-tale density zones of the 
electrophoretic profile. 


Significance: Paper electrophoresis provides 
demonstrable physical evidence in disturb- 
ances of lipid metabolism and in associated 
disease states. Characteristic patterns have 
been obtained in hypercholesteremia, hyper- 
lipemia, lipoid nephrosis, etc.; electrophoretic 


profiles from various species illustrate their 
relative predisposition to atherosclerosis. 


Application: Paper electrophoresis is now 
being used to investigate the influence of 
dietary supplementation with “RG” Lecithin 
upon lipoprotein patterns in patients with 
lipid metabolism disturbances. 


Glidden’s “RG” Lecithin consists of 90% 
natural phosphatides in dry, free-flowing 
granules refined from soybeans. It is the only 
lecithin made expressly for medically in- 
dicated dietary purposes. 


“RG” Lecithin is well tolerated and readily 
utilized by the body. There are no contrain- 
dications. Daily dietary supplement: 1 table- 
spoonful (7.5 Gm.) in juices or on cereals. (Up 
to 60 Gm. daily are used in clinical trials.) 


Literature on lecithin in health and disease 
available on request. 


The Glidden Company - Chemurgy Div., 1825 N. Laramie Ave., Chicago 39, Ill. 
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There are many short periods of time 
which, if measured correctly, are considered valuable 
diagnostic durations — such as the P-R interval in ECG interpretation, 
and the minutes during which a patient consumes oxygen in 
a BMR test. If the readings related to these measurements are to be used 
with complete confidence, it is wise to consider another important 

measure of time — and that is the background of the 
instruments which 
produced them. 


Sanborn 
Viso-Cardiette 


TESTED 


diagnostic team 


No one understands 

better than a physician 
that it takes time to 
become suitably proficient 
in a chosen work. The unmatched 

background of knowledge and experience making possible 
such fine instruments as the Viso-Cardiette and Metabulator 
did not come about overnight, and is the result of almost 

40 years of successful medical instrument development. Such 
a background assures you that it is safer to select Sanborn. 


SANBORN COMPANY, WALTHAM 54, MASSACHUSETTS 
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| anything N EW for dizziness? 


Ant 


vertigo 


(AND A GLANCE AT THE FORMULA SHOWS 2 REASONS WHY) 


each tablet contains: 
MECLIZINE (12.5 mg.) —specifically sup- 
presses labyrinthine irritation! 

+ 

NICOTINIC ACID (50 mg.) —for prompt 
increase of cerebral blood flow? 
Proof? Try ANTIVERT on your next vertig- 
inous patient. One tablet t.i.d. before meals. 
In bottles of 100 blue-and-white scored tab- 
lets. Rx only. 


CHICAGO 11, ILLINOIS 


VERTIGO IN GERIATRICS) 1. Weil, L. L.: J. Florida Acad. Gen. 
ANTIVERT i parti relief Pract. 4:9 (July) 1954. 2. Williams, 
of ve: sa = hi cularly useful for the Henry L.: J. Michigan State Med. 
rtigo in the aging. ; 3 Society 51:572-576 (May) 1952. 
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Even stubborn 


is effective 


the critical time 
for therapy. 


Recurrences of trichomoniasis “are most likely 
to follow the menstrual period.”! 

“Over and over again today patients are seen 
with what is said to be an intractable, treatment- 
resistant Trichomonas infestation, but history- 
taking often reveals that such patients have never 
had treatment prescribed during any menstrual 
period.” 

Menstrual blood in the vagina “forms an ex- 
cellent medium for the rapid multiplication of T. 
vaginalis’”* and “lowers the acidity of the vagina 
and hence there is a tendency to recrudescence 
[of trichomoniasis] at that time.’’* 

Tricofuron is powerfully trichomonacidal 
“even in the presence of vaginal debris and men- 
strual blood.” 
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during menstruation, 


APRIN. 195) 


trichomoniasis yields... 
because Tricofuron 


For 44 of 48 patients: lasting cure was obtained 
with a single course of Tricofuron therapy} 


Vaginal Suppositories—for home use—each morn- 
ing and night through one cycle, including the im- 
portant menstrual days. Contain 0.25% Furoxone® 
(brand of furazolidone) in a water-miscible base. 
Box of 12, each sealed in green foil. 


Vaginal Powder—for office use—applied by the 
physician at least once a week, except during men- 
struation. Contains 0.1% Furoxone in an acidic 
powder base of lactose, dextrose, citric acid and a 
silicate. Bottle of 30 Gm. 

References: 3. Bernstine, J. B., and Rakoff, A. E.: Vaginal Infections, 
Infestations and Discharges, New York, The Blakiston Company, Inc., 
1953, p. 235. 2. Overstreet, E. W.: Arizona M. 10:383, 1953. 


3. Schworiz, J.: Obst. Gyn., N. Y. 7:312, 1956. 4, Crossen, R. Js 
Diseases of Women, St. Louis, The C. V. Mosby Company, 1953, p. 292. 


EATON LABORATORIES ce NORWICH, NEW YORK 


Nitrofurans—a new class of antimicrobials—neither antibiotics nor sulfonamides 
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THE COMMON COLD... 


ma new and vitally 


important prescription; 


for symptomatic control; 


wm for prevention of 
bacterial complications 


Supplied: Capsules, bottles of 36. 


stimulant 


Penicillin V with Salicylamide, Promethazine Hydrochloride, Phenacetin, and Mephentermine Sulfate 
Wyeth 
® 


hiladelphia 1, Pa, 


ts) 62.5 mg. 
194mg. 
ride 6.25 mg. 
. . 130 mg. 
Mephentermine Sulfate mg. 
sedative 
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FROM HERE... 


TO VITALITY 


The Modern Alleotic* 


Vistabolic is a new gerontotherapeutic prepa- 
ration. It provides anti-stress, anabolic, and 
nutritional support, and speeds the geriatric 
patient to recovery from surgery, debilitating 
disease, fatigue, ncurasthenia, and other stress- 
ful situations. 


Each oral tablet provides: Each cc provides: 
Hydrocortisone... .... 1.0 mg.<€& anti-stress aid Hydrocortisone acetate .. 1.0mg. 
Stenediol® (Methandriol) . . 10.0 mg. <€ anabolic aid —> Stenedio!® (Methandriol). . 10.0 mg. 
Bifacton® (Vitamin Bi2 = nutritional aid —> Vitamin Bi2 activity (from 
w/ Intrinsic Factor Pernaemon®, Liver 
Concentrate) Injection, U.S.P.) . ~~. . 20.0 mcg. 
Oral unit 


Available in 10-cc vials and boxes of 30 tablets. 
Professional literature available on request. 


*Vistabolic is an alleotic, an alterative remedy aiding recovery from stress. 


Organon we 
ORANGE, N. J. 
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Controls nervousness and tension in the older patient 


Many agitated senile patients respond remarkably to 
‘Compazine’, the new S.K.F. tranquilizer and antiemetic. 
As nervousness and tension are diminished, patients become 
calmer and more cooperative. Often older patients take a 
new interest in their homes and families and once again 


contribute to the normal daily routine. 


Vischer' treated a 76-year-old woman for extreme nervous- 
ness and tremors. He found that “after less than three 
weeks treatment with proclorperazine [“‘Compazine’], 15 
mg. daily, she no longer had any tremors, was substantially 
less nervous and reported: ‘Doctor, I feel like doing and 
going. 


‘Compazine’ is rapid-acting, highly effective and has 


shown minimal side effects. Available: s mg. tablets in bottles of 50. 


ompazine 


a true tranquilizing agent 


Smith, Kline & French Laboratories, Philadelphia 


1. Vischer, T.J.: Unpublished data from Clinical Study of Proclorperazine, a New 
Tranquilizer for the Treatment of Non-Hospitalized Psychoneurotic Patients. 
, * Trademark for proclorperazine, S.K.F. 
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TIME 
TESTED 
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Hydrochloride 
Chlortetracycline HCl Lederle 


The confidence with which physicians today employ 
AUREOMYCIN in the control of infections is based 
on its established reputation as a well-tolerated, 
fast-acting, highly effective antibiotic. 


World-wide use of AUREOMYCIN has compiled an 
incontestable record of therapeutic value in the 
treatment of a wide group of bacterial, rickettsial, 
protozoan, and certain viral infections. Few 
therapeutic agents have been so extensively used 
(more than a billion doses), so thoroughly proved 
(more than 8,000 clinical reports). 


A convenient dosage form for every medical requirement 


Lderie) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, 
PEARL RIVER. NEW YORK *Reg. U.S. Pat. Off. 
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imple vomiting of 


pregnancy occurs in 
about 50 per cent of all 


pregnant women. 


**... the patients who 
vomit upon the change 
of position respond well 
to Dramamine when 
given in doses of 50 mg, 


three times daily.” 


Slovin, I.: 


and vomit; | The Early Toxemias 

Delaware State 


M. J. 25:48 (Feb.) 1953. 


Dramamine’ 


Brand of Dimenhydrinate 


SEARLE 
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frozen 
shoulder 


Bursitis and tenosynovitis are new terms to home- 
makers, but they are not uncommon sequels to over- 
exertion. Early antirheumatic therapy is to be 
encouraged in the treatment of these conditions, as 
it is in more serious rheumatic conditions, to allevi- 
ate pain and prevent progression of the disorder. 
With adequate therapy the prognosis of bursitis in 
its acute stage is good. Delaying therapy may result 
in extension of the inflammation and gross anatom- 
ical changes that tend to incapacitate the patient. 


SIGMAGEN provides doubly protective corticoid-sali- 
cylate therapy—a combination of METICORTEN® (pred- 
nisone) and acetylsalicylic acid providing additive 
antirheumatic benefits as well as rapid analgesic 
effect. These benefits are supported by aluminum 
hydroxide to counteract excess gastric acidity and by 
ascorbic acid, the vitamin closely linked to adreno- 
cortical function, to help meet the increased need for 
this vitamin during stress situations. 


protective corticoid-salicylate therapy 


corticoid-analgesic compound Tablets 


for patients 
who go beyond 
their physical 
capacity 


py “ay. fav : 
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a carefully formulated analgesic-sedative. For 
effective symptomatic relief in the treatment of 
colds and less severe types of respiratory tract 
infections. The presence of phenobarbital is of 
value in nervous and apprehensive patients and in 
i those cases where mild sedation is desired. 
Each HASAMAL tablet or capsule contains: 
Phenobarbital 16.2 mg. (4 gr.) 
Warning: May be habit-forming 
Acetylsalicylic Acid 162.5 mg. (2% gr.) 
Acetophenetidin 162.5 mg. (2%, gr.) 
Atropine Sulfate ............... 0.00065 mg. 


Hyoscine Hydrobromide ........ 0.0011 mg. 
Hyoscyamine Hydrobromide .... 0.0325 mg. 


Write for free samples and literature. 


When severe pain demands more potent measures, 
Hasacode provides the actions of Hasamal, plus 
codeine. in 2 codeine strengths, gr. 
(Hasacode) and 14 gr. (Hasacode “Strong”). 


e_.. Supplied: Hasamal — Tablets or capsules, 


bottles of 100, 500 and 1,000. Hasacode and 
Hasacode “Strong” — bottles of 100 and 500 
tablets. 


CHARLES C. HASKELL & CO., INC., Richmond, Virginia 
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FOR STUBBORN ALLERGIES... 


4 


Meti-steroid benefits are potentiated in . | 


METI-STEROID — ANTIHISTAMINE COMPOUND 


TABLETS NASAL SPRAY 
with stress supportive prompt nasal comfort 
vitamin C without jitters or rebound 


ESPECIALLY FOR RESISTANT AND YEAR-ROUND ALLERGIES 


Because edema is unlikely with the tablets and sympathomimetic 
effects are absent with the spray, METRETON Tablets and Nasal Spray 
afford enhanced antiallergic protection in vasomotor rhinitis 

and all hard-to-treat allergic disorders—even in the presence of 
cardiorenal and hepatic insufficiency. 


COMPOSITION AND PACKAGING 


Each METRETON Tablet contains 2.5 mg. prednisone, 2 mg. 
chlorprophenpyridamine maleate and 75 mg. 

ascorbic acid. Bottles of 30 and 100. 

Each cc. of METRETON Nasal Spray contains 2 mg. (0.2%) 
prednisolone acetate and 3 mg. (0.3%) chlorprophenpyridamine 
gluconate in a nonirritating isotonic vehicle. 


Plastic squeeze bottle of 15 cc. : 3 


*T.M. 
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can you read this thermometer, 


doctor’ 
Naturally not. Missing calibration makes it worthless. 


Equally useless and dangerous is a “quantitative” urine-sugar test that does not 
quantitate dependably, or omits readings in the critical range. 


Enzyme urine-sugar tests are sensitive and specific for glucose— excellent “yes” 
or “no” tests but undependable for quantitation. King and Hainline,’ after testing 
1,000 urines, found an enzymatic urine-sugar test unable to distinguish in the 
important range between 2 per cent and 2 per cent or more of urinary glucose. 
Leonards,? in a report on 4,020 tests, revealed that “...in 502 out of 804 tests 
the wrong interpretation was made.” He concluded that enzymatic urine-sugar 
testing ‘“‘...as a quantitative procedure is unsatisfactory and can lead to serious 
error in the interpretation of a patient’s clinical condition.”? 


Failure to recognize this limitation of enzyme tests may result in incorrect 
insulin dosage,? and may lead to diabetic complications. 
(1) King, J. W., and Hainline, A., Jr.: Commercial Glucose Oxidase Preparations for the Detection of 


Glucose in Urine, Cleveland Clin. Quart. 23:212, 1956. (2) Leonards, J. R.: Evaluation of Enzyme Tests 
for Urinary Glucose, J.A.M.A. 163:260 (Jan. 26) 1957. 


reliable readings throughout the critical range— 
does not omit 94% (++) and 1% (+++) 


BRAND 


| | a 15 year “standard” in urine-sugar testing 


\ AMES COMPANY, INC « ELKHART, INDIANA - Ames Company of Canada, Ltd., Toronto 
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for anxiety 


and tension in 


everyday practice 


nonaddictive, relatively nontoxic, well tolerated 
® well suited for prolonged therapy 


@ no blood dyscrasias, liver toxicity, Parkinson-like 
syndrome or nasal stuffiness 


@ chemically unrelated to phenothiazine compounds 
and rauwolfia derivatives 


® orally effective within 30 minutes for a period of 6 hours 


For treaiment of anxiety and tension states and muscle spasm 


2-methyl-2-n-propyl-1,3-propanediol dicarbamate—U.S. Patent 2,724,720 
Tranquilizer with muscle-relarant action 


WALLACE LABORATORIES 
New Brunswick, N. J. 


Usual Dosage: 1 or 2 tablets t.i.d 


Literature and samples available on request 


M-3706-R4 
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® 


(dihydroxy aluminum amincacetate with belladonna alkaloids and phenobarbital) 


no wonder... 


It’s no wonder that of the many antacid- Here’sa startling adsorption story 


ic fi lati te) ‘ 
spaemolytic ions prom tod to the gs ad 
medical profession, so many physicians have : f id d 
found MALGLYNn the most consistent in clinical tration of antacid an spasmoly- 


effectiveness. 


w/spasmolytic 
substantially 
reduces spasmolytic 
drug effect 


Al(OH); 


18 ALMALGE 


each tablet contains 
The above laboratory study clearly indicates that the antacid ALGLYN, dihydroxy 

contained in the MALGLYN formula, does not materially interfere “ee 

with the therapeutic effectiveness of its contained belladonna alka- N.N.R. 

loids. On the other hand, the marked adsorptive properties of ee 

aluminum hydroxide renders its combination with belladonna alka- alkaloids 0.162 MG. 
loids both uneconomical and therapeutically unreliable. — 

phenobarbital 


For both rapid and prolonged antacid effect, with consistently 


effective spasmolytic and sedative action, rely upon MALGLYN Also supplied : ALGLyN® (dinyéroxy alum 
num aminoacetate, N.N.R. 0.5 Gm per tablet). 

i j ic di BELGLYN® (dihydroxy aluminum aminoacetat, 
for treatment of peptic ulcer and epigastric distress. ee 
per tablet). 


Specialities for the Medical Profession only 


BRAYTEN PHARMACEUTICAL COMPANY 


CHATTANOOGA 9, TENNESSEE 
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integrated relief... TABLETS (vellow, coated), each containing 
mild sedation hydrochloride CIBA) wad 20 mg. 


CIBA visceral spasmolysis 
Summit, N. J. mucosal analgesia 
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Wz 


is the word 


for Noludar 


Mild, yet positive in 
action, Noludar 'Roche' 
is especially suited 
for the tense patient 
who needs to relax and 
remain clear—headed— 
or for the insomniac 
who wants a refreshing 
night's sleep without 
hangover. Not a 
barbiturate, not habit- 
forming. Tablets, 

50 and 200 mg; elixir, 
50 mg per teasp. 


Noludar® brand of methyprylon 
(3,3-diethyl-5-methyl- 
2,4-piperidinedione) 


Original Research in 
Medicine and Chemistry 


APRIL 1957 
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+wo aifferent antivactersal actions: 
+ne action of 
‘ a single, soluble sulfonamide 
4 plus the antibiotic ection 
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Gantrimycin is Gantrisin plus oleandomycin -- E 
a tablet within a tablet. : 7 
Gantrimycin is effective against many infections 
refractory to other antibiotics because Gantrisin 


interferes with the basic nutrition of the 
pathogens, and oleandomycin attacks another vital 
system in the growth and reproduction of the 


‘Gantrimycin acts against the great majority of 


COMmmo ana provide more = OL 


therapeutic success -- particularly in: 


_+ Upper and lower respiratory tract infections 


- Urinary infections 

| = Gantarimyein is well tolerated. No danger of renal 
| — blocking. No need for alkalies or forced fluids. | 

Each Gantrimycin tablet contains 333 mg Gantrisin® 
— (as the phosphate salt). Available in bottles of 
1 50 tablets. 


Hoffmann - La Roche Inc -+ Nutley - N. J. 
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release from anxiety 


ULTRAN 


(Phenaglycodol, Lilly) 


mild, safe tranquilizer 


anxiety quickly allayed 

The patient with vague symptoms, nervous and distressed 
under the burden of unsolved problems, finds release from 
anxiety and restoration of emotional composure. 


mental acuity not impaired 

Exhaustive psychological testing shows that recommended 
dosage does not affect intellectual or motor abilities. “Ultran’ 
is the first drug for which this has been established by objec- 


tive and standardized quantitative tests. 


tid. chemically unique 

Supplied: As attractive tur- ‘Ultran’ is a new chemical compound, one of a group of 
quoise-and-white pulvules of butanediols synthesized at the Lilly Research Laboratories. 
300 mg., in bottles of 100. It is not a modification of any other therapeutic agent. 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U. 


Quatity / RESEARCH / INTEGRITY : 
774030 
A. 
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tor faster and higher 
initial tetracycline blood levels 
now...the new phosphate complex of tetracycline 
Squibb Tetracycline Phosphate Complex 
the broad clinical spectrum of SUMYCIN against pathogenic organisms 
Gram Negative Bacteria Gram Positive Bacteria 
Rickettsias | Proteus | Shigella | Saimoneiia | Hemoohilus | Neisseria | Streptococci neumoc occi 
SUMYCIN 
the new phosphate complex of tetracycline 
SUMYCIN 
a single antibacterial antibiotic 
SUMYCIN 
a well tolerated antibiotic 
SUMYCIN 


a true broad spectrum antibiotic 


Minimum adult dose: 1 capsule q.i.d. 

Each Sumycin capsule contains the equivalent 
of 250 mg. tetracycline hydrochloride. 

Bottles of 16 and 100. 


SQuiss 


Squibb Quality —the Priceless Ingredient 


“SUMYCIN’ IS A SQUIBB TRADEMARK 
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; 


VITAMIN- SUPPLEMENT LEDERLE 
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Since daily dosage is an important part 
of supplementation, GEVRAL is now 
packaged in a special JUBILEE JAR—an 
attractive container of 100 capsules for 
the family dining table. Specify GEVRAL. 
Your patients will remember to take 
their “vitamins” regularly when they 
have the JUBILEE JAR before them at 
mealtime. 


GEvRAL is aptly formulated to meet the 
broad vitamin-mineral requirements of 
daily life. Balanced, comprehensive, 
GEVRAL provides 14 vitamins, 11 min- 
erals and Purified Intrinsic Factor Con- 
centrate. Dosage is only one dry-filled 
capsule daily. 


Each GEvRAL capsule contains: 


Vitamin A 5000 U.S.P. Units 
Vitamin D 500 U.S.P. Units 
Vitamin 1 mcgm 
Thiamine Mononitrate (BY 5 mg. 
Riboflavin (B.) 5 mg. 
Niacinamide 15 mg. 
Folic Acid 1 mg. 
Pyridoxine HCI (B,) 0.5 mg. 
Ca Pantothenate 5 mg. 
Choline Bitartrate 50 mg. 
Inositol 50 mg. 
Ascorbic Acid (C) 50 mg. 
Vitamin E (as tocopheryl acetates) 101. U. 
1-Lysine Monohydrochloride 25 mg. 
Rutin 25 mg. 
Purified Intrinsic Factor Concentrate 0.5 mg. 
Iron (as FeSO,) 10 mg. 
lodine (as KD 0.5 mg. 
Calcium (as CaHPO,) 145 mg. 
Phosphorus (as CaHPO,) 110 mg. 
Boron (as Na.B,O;+10H,O) 0.1 mg. 
Copper (as CuO) 1 mg. 
Fluorine (as CaF.) 0.1 mg. 
Manganese (as MnO.) 1 mg. 
Magnesium (as MgO) 1 mg. 
Potassium (as K,SO,) 5 mg. 


Zinc (as ZnO) 0.5 mg. 
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ERLE LABORATORIES CYANAMID COMPANY. PEARL RIVER. NEW York 
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One DONNAGESIC Extentab gives 10 
to 12 hours of steady, high-level codeine 
analgesia. Rebuilding of effective 

analgesia with repeated doses is avoided. 
Patient comfort is continuous. 

There is more pain relief in DONNAGESIC 
Extentabs than in codeine alone — 

codeine analgesia is potentiated by the 
phenobarbital present. In addition, 
phenobarbital diminishes anxiety, lowering 
patient’s reactivity to pain. 

DONNAGESIC is safer, too, for codeine 

side effects are minimized by the peripheral 
action of the belladonna alkaloids. 


extended action —The intensity of effects 
smoothly sustained all-day or all-night 

by each DONNAGESIC Extentab is equivalent 
to, or greater than, the maximum which 
would be provided by q. 4h. administration 
of one-third the active ingredients. 


Donnagesic 
Extentabs’ 


extended action tablets of CODEINE with DONNATAL® 
once every 10-12 hours 
and 


for all codeine uses 


DONNAGESIC No. 1 om DONNAGESIC No. 2 (red) © 


CODEINE Phosphate........ 97.2 mg. (112 gr.) 
Hyoscyamine Sulfate.......... 0.3111 mg. 
Hyoscine Hydrobromide........ O.019S ME... 0.0195 mg. 


A. H. ROBINS CO., INC., RICHMOND, VIRGINIA 
Ethical Pharmaceuticals of Merit Since 1878 


*Reg. U. S. Pat. Off., Pat. applied for. 


2 
sad 
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WHENEVER 
COUGH THERAPY 
IS INDICATED 


= Relieves cough quickly and thor- ug) 
oughly ® Effect lasts six hours and 
longer, permitting a comfortable 
night’s sleep = Controls useless 
cough without impairing expecto- 
ration ® rarely causes constipation 
= And pleasant to take 


Syrup and oral tablets. Each teaspoon- 
ful or tablet of HycopAN* contains 5 mg. 
dihydrocodeinone bitartrate and 1.5 mg. 
Mesopin.t Average adult dose: One tea- 
spoonful or tablet after meals and at 
bedtime. May be habit-forming. Avail- 
able on your prescription. 


ENDO LABORATO: 
Richmond Hill 18, Nev 
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Schering | 


PRANTAL 
CREAM 
2%o 
frst 
topical 
anticholinergic” 


hering Corporatio: 
OCOMFIELO NEW JERSEY 


direct control and quick relief 


antipruritic effect often in a few minutes 
inhibits sweating...dries oozing lesions 
promotes more rapid healing 


valuable in contact and poison ivy dermatitis, weeping dermatoses, 
atopic eczema, dyshidrotic eczema, neurodermatitis and localized 
hyperhidrosis. 


PrantaL® Methylsulfate Cream, economical 50 Gm. tube, each gram containing 
20 mg. of diphemanil methylsulfate. PL-J-51 
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CHRONIC CONSTIPATION MAY SIGNAL ~~ 
A FUNCTIONAL BILIARY STASIS... NG 


especially when accompanied by other symptoms of dyspep- 
sia...with no evidence of an organic problem. 


In many instances, the patient will respond effectively to 
Neocholan therapy which insures free passage of essential 
bile salts into the duodenum. In such cases relief of constipa- 
tion and other symptoms is accomplished with gratifying 


promptness. 

Each Neocholan tablet supplies: Dosage: 1 or 2 tablets t.i.d. with meals. 
Dehydrocholic acid 250 mg. (3 3/4 gr.) As symptoms improve, 1 or 2 tablets 
Homatropine Methylbromide — 1.2 mg. (1/50 gr.) daily. 
Phenobarbital 8.0 mg. (1/8 gr.) Bottles of 100 coated, yellow tablets. 


PITMAN-MOQOQORE COMPANY 


Division of Allied Laboratories, Inc- ° Indianapolis 6, Indiana 
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patients with 


METICORTELONE 


PREDNISOLONE 


and their physicians deserve the benefits of 


METICORTELONE’ 


for patient 


intense itching rapidly relieved, 
inflammatory reaction promptly 
suppressed...no weight gain to 
guard against...no difficult die- 
tary rules 


buff-colored tablets of 1, 2.5 and 5 mg. 


(PREDNISOLONE) 
for physician 
far smaller dosage than with oral hydrocorti- 
sone...no undue worry about edema, sodium 
retention, potassium loss...patient coopera- 


tion assured...quickly permits adjunctive 
topical therapy 


METICORTELONE,® brand of prednisolone. 


ML-J-2176 


1nd 
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 Bhinall Nose Drops for Sinusitis, Allergic Rhinitis and Colds i 


Safe for children and adults. 
No burning or irritation 

No bad taste or after reactions 
‘No risk of sensitization 


For convenience, also available in 4 ounce plastic spray bottle. 


RHINOPTO COMPANY, DALLAS, TEXAS 
Ethical Specialties for the Profession 


an isotonic saline menstruum 
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Chemotherapeutic 


Advance 


Sulfadiazine 
and 


sulfamerazine 
Two sulfonamides 
for additive 
bacteriostatic 
action and greater 


Against mixed or undiagnosed infections = 
tibiotic 
penicillin V— 
renal safety 
Complementary attack, comprehen: ive range—gram positive, e, gram “negative 
Supplied: Pen- VEE suLFas Tablets, bottles of 36. Each tablet contains 90 mg. (150,000 units 
1 0.2! erazine. Also available: PEN-VEE 
ag penicillin V, 0.25 Gm. of sulfadiazine; and 0.25 Gm. of sulfamerazine. av : —  - | 
re > i tles of 2 fl. oz reconstitution. Each 5-cc. teaspoonful after recon- | | 
suLFas for Suspension, bot . 0Z. upon 
stitution contains 90 mg. (150,000 uni thir ne P enicillin -25 of 4 sulfadiazine, 
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decide 


WHEN MORE THAN A HEMATINIC IS REQUIRED, HEPTUNA 
PLUS supplies iron, vitamins and trace minerals. The 
formula, liberal in iron, folic acid and B,, content, will 
correct most microcytic anemias, of course. But more 
than that, HEPTUNA PLUS is widely useful in the com- 
monest anemia of all: anemia complicated by other 
nutritional deficiencies. 

In moderate conditions, 1 to 3 capsules daily. In se- 
vere cases, 4 or more daily. Supplied: Bottles of 100 
soft, soluble capsules. 


HEPTUNA® PLUS 


FOR ALL TREATABLE ANEMIAS, ROETINIC is formulated 
with the new intrinsic factor/B,, concentrate and high 
folic and ascorbic acids content. Aimed primarily at 
the more complicated macrocytic anemias of faulty 
hemopoiesis and those normocytic anemias due to 
hemolysis. 

Therapeutic dosage is just one capsule daily. Sup- 
plied: Bottles of 30 and 100 soft, soluble capsules. 


ROETINIC® 


FOR THE ANEMIAS OF PREGNANCY, OBRON HEMATINIC 
is a complete hematinic and prenatal supplement. 
} Formula includes high iron content plus calcium, folic 

acid, Biz, eight other minerals, eight essential vitamins. 


Dosage as required, usually two capsules daily. Sup- 
plied: Bottles of 100 soft, soluble capsules. 


OBRON® HEMATINIC 


CHICAGO 11, ILLINOIS PEACE of mind ATARAX® 
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VISUAL HEART CLINIC — ONE OF A SERIES 
ARTERIOSCLEROTIC HEART DISEASE 
ROENTGEN CONFIGURATION 
Postero-anterior position 
Moderate left ventricular enlargement 
with prominence and calcification of 

aortic knob. 
Taken from White Laboratories’ Technical Exhibit, 


American Medical Association, 105th Annual Meeting, 
Chicago, June 11-15, 19506. 


GIT 


(WHITE’S BRAND OF AMORPHOUS GITALIN) 
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“Safe and effective mainte- 
nance therapy with digitalis 
glycosides had been a problem 
at our institution until we used 
gitalin [GITALIGIN]...”* 


e Safest—the only cardioactive 
glycoside whose therapeutic dose 
is its toxic dose. 


e Moderate rate of elimination. 


e Short latent period. 


e Uniform clinical potency. 


Patients now on other cardiotonics may be 
easily maintained on Gitaligin: 0.5 mg. of 
Gitaligin is approximately equivalent to 
0.1 Gm. digitalis leaf, 0.1 mg. digitoxin, 
0.5 mg. digoxin. 


GITALIGIN TABLETS — Bottles of 30, 100 and 1000. 


GITALIGIN DROPS—30 cc. bottles with dropper 
calibrated for 0.05, 0.1, 0.2, 0.3, 0.4 and 0.5 mg. 


now available 
GITALIGIN INJECTION —5 cc. ampuls contain- } 
- ing 2.5 mg. (0.5 mg. per cc.) of Gitaligin. : 
: Packages of 3 and 12 ampuls. ° 


*HARRIS, R., AND DEL GIACCO R.R.:AM HEART J. (AUG.) 1956, BIBLI- 
OGRAPHY ON REQUEST 


LIGIN 


White Laboratories, Inc. « Kenilworth, New Jersey 
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symptomatic relief... plus! 
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ACHROCIDIN 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND 


tablets and syrup 


ACHROCIDIN provides early effective ther- 
apy for undifferentiated upper respiratory 
infections, especially in the very young and 
very aged; nephritics; susceptibles to re- 
current middle ear and sinus infections; 
those with diabetes, chronic pulmonary 
diseases, bronchial asthma of the infec- 
tious type, rheumatoid or rheumatic dis- 
orders. 

In addition to rapid symptomatic improve- 
ment, ACHROCIDIN Offers prompt, potent 
control of the bacterial component fre- 
quently responsible for complications lead- 
ing to prolonged disability in susceptible 
individuals. 


Adult dosage for ACHROCIDIN Tablets and 
new, caffeine-free ACHROCIDIN Syrup is 
two tablets or teaspoonfuls of syrup three 
or four times daily. Dosage for children 
according to weight and age. 


Available on prescription only 


Each tablet contains: 


ACHROMYCIN® Tetracycline 125 mg. 
Phenacetin 120 mg. 
Caffeine 30 mg. 
Salicylamide 150 mg. 
Chlorothen Citrate 25 mg. 
*Trademark 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK E Leaerie) 
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sacteristic effect of 
contracting uterine 


(H.W .&D. Brand of Lututrin) 


TABLETS 


for 
dysmenorrhea... 


LUTREXIN, a naturally occurring—wnon-steroid—uterine relax- 


ing hormone newly isolated from the ovary. 


LUTREXIN has produced favorable clinical results as reported 


1, 2,3 


in separate studies by Rezek, Jones and Smith, and Jones. 


LUTREXIN specifically relaxes uterine muscle contractions (as 
in the tracing above) and in many cases, LUTREXIN has been 
found to relieve the entire symptom complex of dysmenorrhea. 


Supplied in bottles of 25 - 1000 unit tablets. 


1. Rezek, G. H.: Am. J. Obstet. Gynecol., Vol. 66: No. 2, 396-402, 1953. 
2. Jones, Georgeanna S. and Smith, Frank: Am. J. Obstet. Gynecol., Vol. 67: No.} 
628-633, 1954. 
3. Jones, Scott §.: Northwest Medicine, Vol. 54: 1253-1254, 1955. 
4. Majewski, J. T. and Jennings, T.: Obstetrics & Gynecology, Vol. 5: 
1955. 
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The intravenous use of contrast media made available in the past several years has greatly 
extended the investigation of the biliary tract, and particularly in patients from whom the 


gallbladder has been removed. 


WIDE CLINICAL USE of intravenous cholecystog- 
raphy and cholangiography dates only since 
1953. The impetus provided at that time was 
the introduction of a new and highly ef- 
fective contrast medium that could be given 
intravenously with safety.! Considerable prog- 
ress has been made over these past 3 years but 
problems that command interest and atten- 
tion still remain. 


This report is intended as a resumé of the 
current status of intravenous cholecystography 
and cholangiography. It is thought that a re- 
view as of this date will make the areas which 
remain to be developed or that deserve par- 
ticular consideration stand out all the more 
clearly. 


Contrast Media 


The original contrast media given intra- 
venously to opacify the gallbladder were 
halogenated phenolphthaleins, notably the 
calcium and sodium salts of tetrabromphenol- 
phthalein?* and especially the sodium salt 
of tetraiodophenolphthalein.t Demonstration 
of the suitability of these agents as cholecysto- 
graphic media when given orally, however, 
soon made the latter method of administra- 
tion the one of choice. 


*Read before the Section on Gastroenterology, Southern 
Medical Association, Fiftieth Annual Meeting, Washington, 
D. C., November 12-15, 1956. 


tFrom the Departments of Medicine, Sinai Hospital of 
Detroit and Wayne State University College of Medicine, and 
the Department of Radiology, Sinai Hospital of Detroit, Mich. 


In 1953, Frommhold! described a new 
iodine-containing medium (Biligrafin) which 
could safely be given intravenously and which 
had the added advantage of opacifying the 
bile ducts as well as the gallbladder. This 
technic succeeded further in opacifying the 
bile ducts in patients whose gallbladder had 
been removed. This material was soon intro- 
duced into the United States as Cholografin, 
a 20 per cent aqueous solution of iodipamide 
sodium, and reports confirming its value as 
both a cholangiographic and cholecystograph- 
ic agent were shortly forthcoming.®1© Con- 
tinental investigators next described a 40 per 
cent solution of a lithium salt of iodipamide 
(Biligrafin forte; Biligrafin 40 per cent).1!-13 
This was in turn succeeded by a preparation 
made up of the methylglucamine salt of the 
same chemical agent.1!-14:15 We have used the 
latter medium exclusively since March 1955 
and, for the present, it appears to be the 
preparation of choice. 

Iodipamide methylglucamine (Cholografin 
Methylglucamine) is the methylglucamine salt 
of N, N, adipyl-bis (3-amino-2:4:6 triiodo- 
benzoic acid). It is supplied in ampules con- 
taining 20 ml. of a 52 per cent weight per 
volume solution of the methylglucamine salt. 
The iodine content of this medium is about 
twice that of an equivalent amount of iodipa- 
mide sodium (Cholografin Sodium). As with 
Cholografin Sodium, the methylglucamine 
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preparation is promptly and rapidly excreted 
by the liver, some 10 per cent or less being 
excreted through the kidneys in the absence 
of hepatic impairment. 

Our experience,'* as well as that of 
others,1115 indicates that Cholografin Methy]l- 
glucamine given in amounts of 20 ml. is tol- 
erated as well by human subjects as is Cholo- 
grafin Sodium. When given in larger amounts 
(up to 40 ml.) the reaction rate may be slight- 
ly higher.1® The degree of opacification of the 
biliary ducts produced by 20 ml. of 40 per 
cent Cholografin Methylglucamine is at least 
equal to that after 40 ml. of 20 per cent 
Cholografin Sodium. This ability to obtain 
satisfactory cholangiograms with a smaller 
volume of contrast medium is a distinct ad- 
vantage. The more highly concentrated 
preparation may also occasionally opacify the 
gallbladder and biliary ducts in cases in which 
the less concentrated preparation fails or pro- 
duces only faint visualization.1#.15 


Methods of Study 


Serial Study. The original method of study 
consisted of a series of roentgenograms of the 
right upper abdomen before, and at short 
intervals for a variable period of time after 
intravenous injection of the contrast ma- 
terial.5.!° These observations provided basic 
information regarding time of visualization 
and behavior. It was found that the biliary 
ducts may be seen immediately after com- 
pletion of the injection of the contrast med- 
ium. Most often, however, they were seen to 
become visible first on the 10 minute film, 
and usually attained maximum density within 
20 to 40 minutes. The gallbladder was ob- 
served to become outlined usually within 30 
minutes after completion of the injection and 
to attain maximum density in from 2 to 3 
hours. 


Increasing experience has encouraged a re- 
duction in the frequency and number of 
roentgenograms taken after administration of 
the contrast medium. Advantage is being 
taken of the time of maximal opacification of 
the biliary ducts and gallbladder. Many roent- 
genologists who still employ the conventional 
serial method of study are now content to 
take roentgenograms only at 20 and 40 min- 
utes after injection in persons who have had 
a cholecystectomy, and again at 2 hours in 
those whose gallbladders have not been re- 


moved. A film in the erect position ig jp. 
cluded among those taken to show the opaci- 
fied gallbladder. 

Serial Study with Complementary Use of 
Drugs Affecting Sphincter Tone. The ad. 
ministration of drugs that augment chole. 
dochal sphincter tone was found to im. 
prove the quality and extent of visualization 
of the biliary ducts.5:6.9.19.16 It was found that 
within 10 minutes after the subcutaneous jp. 
jection of 10 mg. of morphine sulfate, the 
common duct commonly widens, the ductal 
shadow becomes denser, and the intrahepatic 
ducts are often better visualized (Fig. 1), 
These observations have led to the comple. 
mentary use of morphine or camphorated 
tincture of opium and similar drugs, especial- 
ly in persons who have had cholecystectomy, 
and whose ducts are only faintly visualized 
during the ordinary serial study. 

Time-Density Study. Wise and O’Brien" 
recommended that roentgenograms routinely 
be taken at 60 and 120 minutes after intra- 
venous injection of Cholografin in persons 
having had cholecystectomy, and in patients 
whose gallbladders are not visualized. Their 
observations led them to feel that partial ob- 
struction of the distal end of the common 
duct is highly likely if the density of the duct 
at 120 minutes is not significantly less than 
the density at 60 minutes. 


FIG. 1 


Cholangiograms illustrating dilatation and increased density 
of common duct after administration of morphine sulfate. 
(A) Appearance of duct 35 minutes after intravenous ad- 
ministration of iodipamide methylglucamine (Cholografin 
Methylglucamine). (B) Appearance of duct in same patient 
10 minutes later following subcutaneous injection of mor- 
phine sulfate (10 mg.). 
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It is to be noted that the time-density study 
js not applicable in cases in which the gall- 
bladder is present and is visualized. There 
appears to be no relationship in such cases 
between the retention of contrast medium 
in the duct and the patency of the common 
duct. It is also important to note that this 
method of study precludes the use of drugs 
that influence the tone of the choledochal 
sphincter. 

Rapid Combined Cholecysto-Cholangiog- 
raphy. With a view toward expediting ex- 
amination of both the biliary ducts and the 
gallbladder and at the same time reducing the 
number of roentgenographic exposures re- 
quired, Aldridge’? devised a method of study 
consisting of a preliminary fatty meal to 
empty the gallbladder and simultaneous in- 
travenous administration of meperidine hy- 
drochloride (Demerol; Pethidine) with the 
contrast medium to increase sphincter tone. 
There is rapid filling of the gallbladder, less 
dilution of the contrast medium in the con- 
tents of the gallbladder, and minimization of 
the layering phenomenon. A complete cho- 
lecystogram and cholangiogram may be ob- 
tained within 90 minutes in the average case. 

On the morning of examination the patient 
omits breakfast and in its place takes a fatty 
meal (any of the proprietary fatty meal 
preparations may be used). The examination 
is begun one and a half hours later. After a 
preliminary film of the right upper abdomen, 
25 to 50 mg. of Demerol is given intravenous- 
ly, followed by the usual dose of Cholografin. 
It is important to note that while these ma- 
terials are introduced through the same 
needle, they must be given in separate 
syringes since mixture of Demerol and 
Cholografin results in the formation of a 
white, insoluble precipitate. Films are exposed 
20 minutes after injection of the contrast 
medium to show the ducts and again at 45 
minutes to show the gallbladder. A second 
fatty meal is then given and a final roent- 
genogram is made 20 minutes later. 

We first used this method of examination 
in August, 1955, and have been employing 
a modified version of it since then. Our 
routine is to take films at 20 and 40 minutes 
after injection to show the ducts and usually 
at 90 minutes to show the maximally opaci- 
fied gallbladder. We have found that the 
visualization time of the gallbladder varies. 
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This may be contributed to in part by varia- 
tion in the effect of the Demerol, which we 
give only in doses of 25 mg. intravenously. 
Hence, we commonly expose a film at 60 
minutes. If the gallbladder is not fully opaci- 
fied at that time, another film is taken at 90 
or 120 minutes, depending on the appearance 
of the gallbladder on the 60 minute film. We 
do not attempt to empty the gallbladder or 
take post-evacuation films. In our hands this 
technic has proved well suited for routine use 
in a busy radiology department of a general 
hospital. 

Choledocholaminagraphy. Ductal stones 
may not always be detected on ordinary in- 
travenous cholangiograms even though the 
ducts are well opacified. Some stones may be 
too small to be identified with certainty. 
Others may be obscured by overlying intes- 
tinal contents or gas. In still other situations, 
overlying gas may make it difficult to exclude 
ductal stones. Laminagrams or body section 
roentgenograms taken when the common duct 
is maximally opacified were shown to over- 
come these difficulties.9.18.19 It was demon- 
strated that choledocholaminagrams taken in 
these circumstances may serve to disclose 
calculi that might otherwise have been missed 
(Fig. 2) or show that the duct is free of stones. 
They may also better demonstrate biliary 
ducts whose opacification is not great or more 
clearly illustrate the anatomic situation when 
the normal appearance of the biliary ducts 
has been altered by surgical procedures.® 


FIG, 2 


A B 


Value of choledocholaminagraphy. It is not certain whether 
the radiolucent shadows seen in (A) are within the bile 
duct or are due to overlying gas. Simultaneous laminagram 
in same case (B) established that the lower radiolucency 
represents a calculus in the common bile duct. 
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Stereoscopy. Much the same information 
supplied by choledocholaminagraphy may be 
provided by the simpler expedient of taking 
stereoscopic films when the common duct is 
maximally opacified. We have employed this 
method routinely and have found it highly 
useful. 

Combined Oral Cholecystography and In- 
travenous Cholangiography. Combination of 
oral cholecystography with intravenous cho- 
langiography was designed by Mitchell?° as 
a simple and economical technic for use in a 
busy radiology department. Iopanoic acid 
(Telepaque) is given in the usual 3 Gm. dose 
after a fat-free meal the evening before ex- 
amination. Approximately 11 hours later a 
plain roentgenogram of the gallbladder area 
is taken. This is immediately followed by an 
intravenous injection of Cholografin and an- 
other roentgenogram is taken 30 minutes 
later. A fatty meal is then given and a final 
roentgenogram taken 10 minutes later. Ad- 
ditional films, including choledocholamina- 
grams, may be taken as required or as desired. 

This method of study not only has the ad- 
vantages of shortening the period of examina- 
tion and reducing the number of films re- 
quired, but also allows the extrahepatic ducts 
and the gallbladder to be demonstrated sim- 
ultaneously. 


Combined Cholecystocholangiography and 
Pyelography. ‘This method of study has been 
advanced?! as a valuable one in patients with 
upper abdominal pain whose cause is obscure 
and in whom rapid diagnosis is desirable. It 
has also been suggested for use in outpatients 
for whom multiple visits to the radiology de- 
partment are impossible or inconvenient. It 
permits both the biliary and renal systems to 
be delineated and fully studied roentgeno- 
graphically within a period of 90 to 120 min- 
utes in the average case. 


A mixture of 20 ml. of 42.5 per cent iodopy- 
raect (Diodrast; Diodone) and 20 ml. of 20 
per cent iodipamide sodium (Cholografin 
Sodium) was found by Aldridge”! to be most 
suitable. These media may be mixed and 
given in one syringe or two separate syringes 
may be employed using the same needle. An 
equivalent amount of a mixture of the methy]- 
glucamine salts of iodipamide (20 per cent) 
and diacetylaminotriiodobenzoic acid (40 per 
cent) has also been used with reported success 
by Teschendorf.2? The latter preparation is 


currently under investigation and study in the 
United States.* 


Clinical Uses 


To Demonstrate the Biliary Ducts When 
These are Not Adequately Visualized by Oral 
Cholecystography. When the gallbladder js 
visualized by oral cholecystography, the cystic 
duct, the common duct, and occasionally the 
common hepatic duct may be shown in films 
taken at short intervals after the gallbladder 
has been stimulated to empty itself of its 
opaque contents by a fatty meal. The ability 
to visualize the ducts in these circumstances 
appears to vary considerably, the incidence 
reported by those with the best experience 
ranging from 50 to 90 per cent.23 It is the 
considered opinion of many clinicians and 
surgeons today that diagnostic study of the 
biliary system is not complete if the ducts are 
not visualized. The feeling appears to be 
growing, therefore, that intravenous cho- 
langiography should be used as a supplemen- 
tary study when the ducts are not adequately 
shown by oral cholecystography. The intra- 
venous method has the added advantage of 
showing portions of the extrahepatic ductal 
system rarely if ever demonstrated on oral 
cholecystography.*4 

To Demonstrate the Biliary Ducts, and Pos- 
sibly the Gallbladder, When Neither of These 
are Visualized by Oral Cholecystography. 
Failure to visualize the gallbladder after care- 
fully conducted oral cholecystographic study, 
in the absence of hepatic derangement and 
after double doses of the newer contrast 
media, is considered to be highly reliable evi- 
dence of disease affecting the gallbladder or 
occluding the cystic duct. It has been demon- 
strated, however, that sufficient intravenously 
given contrast medium may enter the prev- 
iously nonopacified gallbladder to make it 
visible.1°-12,16,25-35 Gallbladder calculi, the 
biliary ducts, and ductal calculi not other- 
wise visible may be disclosed. In a combined 
series of 80 patients whose gallbladders had 
not visualized after Telepaque (42 of whom 
were examined by Johnsen and Stauffer at 
Temple University Hospital*¢ and 38 of 
whom were studied by Mellins and Licht 
with us at Sinai Hospital of Detroit) the gall- 
bladder was visualized after intravenously a¢- 


*SH332 (E. R. Squibb & Sons). This investigational com- 
pound is a mixture in a single ampul (20 ml.) of 
methylglucamine salts of Cholografin and Renografin. 
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ministered Cholografin in 38 (48 per cent) 
and stones were seen in 24 (30 per cent). In 
this same group the biliary ducts were success- 
fully visualized after Cholografin in 71 (89 

r cent) and ductal stones were disclosed in 
9 (11 per cent). These observations encour- 
age us to feel that intravenous cholecystocho- 
langiography merits use as an adjuvant pro- 
cedure in all patients whose gallbladders fail 
to visualize by the oral method. 

It is to be emphasized that opacification of 
the gallbladder by intravenously given iodipa- 
mide sodium or methylglucamine does not in 
itself signify that the gallbladder is functional- 
ly intact. If the cystic duct is not obstructed, 
the rapid influx into the gallbladder of bile 
containing a heavy concentration of contrast 
medium may suffice in itself to make the gall- 
bladder opaque. There is no need for the gall- 
bladder to concentrate the medium it con- 
tains before it will become visible as is the 
case with oral cholecystography. The uncer- 
tainty that this introduces about the concen- 
trating function of the gallbladder may be re- 
solved by means of serial exposures after 
initial gallbladder opacification. Failure of 
the degree of opacification to increase over a 
period of some 3 hours would suggest im- 
paired concentrating function.*? 


To Demonstrate the Biliary Ducts in Per- 
sons Having Had Cholecystectomy. The 
greatest single field of usefulness of intraven- 
ous cholangiography probably lies in its abil- 
ity to demonstrate the biliary ducts in pa- 
tients whose gallbladders have been removed. 
Considerable information has already been 
provided and will doubtless continue to be 
obtained about the changes that take place 
in the biliary ducts after cholecystectomy. The 
matter is still unsettled, but the majority 
opinion appears to be that the size of the 
common bile duct is determined principally 
by the situation existing at or prior to cho- 
lecystectomy; simple compensatory dilatation 
may occur but need not necessarily follow 
cholecystectomy in all cases.?6.27,38,39 Of re- 
lated interest and equally unsettled is the 
clinical significance of duct size per se. Values 
for the maximal width of the common duct 
as measured on intravenous cholangiograms 
show considerable overlap in those with 


and those without biliary tract symp- 
toms,10,16,20,28,38,39 


Other abnormalities that may be disclosed 


when the ducts are visualized are less equiv- 
ocal. These abnormalities include ductal 
calculi (Fig. 3), remnants of the cystic duct, 
so-called reformed gallbladders (some of 
which may be shown to contain stones) (Fig. 
4), anomalies, strictures, deformities due to 
adhesions, displacement or deformity caused 
by adjacent tumors or masses, and obstruc- 
tion. The last may be manifested by failure 
of contrast material to enter the duodenum, 
by sharp arrest of the contrast medium in the 
lower end of the common duct, by apparent 
shortening of the length of the common duct, 
or perhaps by failure of the density of the 
common bile duct to be significantly less 120 
minutes after injection than it was at 60 
minutes. !6 


Intravenous cholangiography also provides 
a tool for the study of physiologic mechanisms 
affecting the bile ducts. Thus, for example, 
objective recordings may be made of the in- 


FIG. 3 


Intravenous cholangiogram in a _ patient having ; had 
cholecystectomy showing a dilated common duct containing 
2 radiolucent calculi. 
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Intravenous cholangiogram 16 years after cholecystectomy 
showing reformed gallbladder containing at least 2 radio- 
lucent calculi. 


fluence of various drugs and of stressful states 
on the choledochal sphincter and thereby on 
the size and rapidity of emptying of the com- 
mon bile duct. 


To Secure Visualization of the Gallbladder 
and Biliary Ducts in Infants and Young Chil- 
dren. Cholecystography in infants and young 
children is difficult and often unsatisfactory.*° 
Cholografin given intravenously in doses rang- 
ing from 0.6 to 1.2 Gm. per Kg. of body 
weight has been shown to result in a high per- 
centage of satisfactory cholecystograms in in- 
fants under 8 months of age.*! The gallblad- 
der may not become visible as early in chil- 
dren as it does in adults after intravenous 
Cholografin. It is a wise precaution, there- 
fore, to extend the examination to 4 hours if 


visualization does not occur before this,41.2 
Nor is it uncommon for the ducts not to 
visualize in infants even though the gallblad. 
der becomes opacified. 

Oral cholecystography should remain the 
primary method of examination in infants 
and young children because of its greater 
simplicity and over-all safety. However, jp. 
travenous cholecystography would appear to 
be warranted when gallbladder visualization 
is desired and oral cholecystography fails, 

To Examine the Biliary Tract in Patients 
with Pyloric Obstruction or Other Disorders 
Interfering with Absorption of Orally Given 
Contrast Media. Orally given contrast ma- 
terial must first be absorbed from the gastro- 
intestinal tract before it can be excreted by 
the liver into the bile. It is apparent, there- 
fore, that disorders preventing the material 
from reaching the small intestine, or inter- 
fering with its absorption by the small in- 
testine, may be expected to result in non- 
visualization of the biliary tree. In such situa- 
tions intravenous cholecystocholangiography 
affords an ideal method of examination. 


As an Aid in the Differential Diagnosis of 
the Acute Abdomen. Intravenous cholecysto- 
cholangiography employed in patients with an 
acute condition of the abdomen may provide 
information of help in differential diagnosis. 
It would appear from reported experience 
that the gallbladder is only uncommonly vis- 
ualized in patients with acute cholecysti- 
tis.%.34,43 In the vast majority of these patients 
the biliary ducts alone are visualized or there 
is no visualization of either the gallbladder or 
the ducts.3443 Much the same findings, how- 
ever, have been noted in patients with acute 


The major conclusion to be drawn from 
these observations is that failure of intra- 
venously administered Cholografin to opacify 
the gallbladder or both the gallbladder and 
the biliary ducts, in a nonjaundiced patient 
with an acute condition of the abdomen, may 
be taken as evidence pointing in favor of 
either acute cholecystitis or acute pancreatitis. 
Should the gallbladder be visualized and show 
calculi, the possibility of associated acute pan- 
creatitis cannot be excluded from the roent- 
gen findings alone. 


To Demonstrate Biliary Fistulas. It is 
sometimes desirable to establish the location 
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and patency of spontaneously occurring or 
artificially produced internal biliary fistulas. 
This can be accomplished very often by 
barium meal study when the communication 
is between the biliary tree and the gastro- 
intestinal tract. Intravenous cholangiography 
may also be employed for the same purpose. 
The latter is especially useful when barium 
fails to regurgitate into the biliary tree or 
when the communication is with structures 
other than the gastrointestinal tract. Films 
should be exposed at fairly rapid intervals 
after the intravenous injection of contrast 
medium. If the communication is patent, the 
excreted medium tends to leave the biliary 
tree rapidly since there is no sphincter to in- 
terfere with its egress. Moreover, the degree 
of opacification of the ducts is many times 
only slight for the same reason. 


To Help Demonstrate Tumors or Inflam- 
matory Masses Displacing or Partially Ob- 
structing the Major Extrahepatic Ducts. 
Cholangiographic demonstration of changes 
in the position, contour, size and silhouette 
of the common bile duct may provide evi- 
dence of tumor or an inflammatory mass 
arising from the pancreas or other adjacent 
structures.46 Demonstration of such changes 
may be expected only in cases where the pro- 
cess has not completely obliterated or com- 
pressed the common duct with resultant ob- 
structive jaundice and hepatic derangement. 
We have found that the combination of 
barium meal study of the upper gastrointes- 
tinal tract and opacification of the extrahe- 
patic ducts by intravenously administered 
iodipamide methylglucamine provides a use- 
ful means of demonstrating displacement of 
the common duct by a mass interposed be- 
tween the duodenum and the duct. 

Possibly to Help Identify Biliary Dyskinesia. 
The ability to visualize the extrahepatic ducts 
in persons who have had cholecystectomy, 
which the newer intravenous contrast media 
made possible, was almost immediately seized 
upon to secure objective evidence of biliary 
dyskinesia. Otherwise unexplained dilatation 
of the ducts, delay in egress of contrast-laden 
bile from the common duct into the duo- 
denum, prolonged retention of contrast ma- 
terial in the ducts, and reduction in sphincter 
tone as reflected by rapid emptying of the 
duct after nitrites, have all been advanced as 
evidence pointing to spasm of the choledochal 


sphincter. The same phenomena, however, 
have been observed in subjects without symp- 
toms of hypertonic biliary dyskinesia. It is 
our feeling, therefore, as it appears to be that 
of others,?°.39 that biliary dyskinesia is dif- 
ficult if not impossible to establish by means 
of conventional intravenous cholangiography. 

Demonstrable dilatation of the common 
duct accompanied by pain after administra- 
tion of morphine sulfate has been suggested 
as evidence supporting biliary dyskinesia.‘7 
To this has been added reversal of the mor- 
phine-induced dilatation and relief of pain by 
sublingual glyceryl trinitrate.4® Most of the 
subjects to whom we have given morphine, 
however, showed some dilatation of the com- 
mon duct. Moreover, the degree of dilatation 
in those with concomitant pain was often less 
than that in those who did not have pain.?° 
It is of further interest in this regard that 
Royer and his associates*® have shown that 
the common duct is not dilated and that the 
intrahepatic ducts are filled but not dilated 
in patients with biliary dyskinesia examined 
by means of peritoneoscopic cholangiography. 

The time-density method of study!® should 
reveal the same changes with hypertonic 
biliary dyskinesia as with partial obstruction 
from other causes. Indeed, Wise and O’Brien! 
reported that of 23 cases meeting their roent- 
genologic criteria for partial obstruction and 
surgically proved to have partially obstructed 
common ducts, one had unspecified “narrow- 
ing of the ampulla of Vater” and the 2 others 
had a “tight” sphincter of Oddi. It would 
seem quite possible that these 3 cases were 
instances of hypertonic biliary dyskinesia. 

As a Test of Liver Function. Intravenous- 
ly administered contrast material must be re- 
moved from the blood and excreted by the 
liver before it can appear in the biliary ducts. 
Opacification of the biliary ducts, therefore, 
is in itself evidence that hepatic function is 
intact in this regard. Contrariwise, failure of 
the biliary ducts to opacify is a reflection of 
some functional derangement on the part of 
the liver. These defects may be readily ap- 
parent in the form of jaundice or be demon- 
strable by impairment in the usual tests of 
liver function. Occasionally, however, the 
biliary ducts fail to opacify even when there 
is no jaundice and the ordinary tests of 
hepatic function are normal.” It has been 
repeatedly suggested, therefore, that intra- 
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venous cholangiography might serve a pur- 
pose as an additional test of liver function. 

To look upon intravenous cholangiography 
as a liver function test in the sense just de- 
scribed seems reasonable enough. To advocate 
its use, however, simply as a means of testing 
hepatic excretory function seems highly un- 
reasonable. 


Limitations 


Hepatic Dysfunction. As has been pointed 
out, intravenous cholecystocholangiography is 
vitally dependent on functional integrity of 
the liver. Since the livers of many patients 
with biliary tract disease are functionally im- 
paired, this imposes a serious limitation on 
the use of the procedure. Attempts have been 
made to correlate the results of intravenous 
cholecystocholangiography with various tests 
of hepatic function.1®.5° Earlier studies with 
oral cholecystography indicated that the nor- 
mal gallbladder could be expected to be visu- 
alized if sulfobromophthalein sodium reten- 
tion was under 20 per cent (5 mg. per Kg. of 
body weight with determination at 45 min- 
utes).5! Corresponding values with respect to 
intravenous cholecystocholangiography have 
been variously set at 15,34 20,52 and 3077 per 
cent. Wise and O’Brien'® have stated that 
there is little likelihood of securing visualiza- 
tion in those with sulfobromophthalein reten- 
tion above 40 per cent (5 mg. per Kg. of body 
weight with determination at 40 minutes), 
although they succeeded in securing visualiza- 
tion in 2 cases with retention values exceeding 
this figure. 

We have observed that the quality of visual- 
ization is significantly affected by the presence 
of some abnormality in the hepatic profile.'° 
It has also been our experience, however, that 
this relationship is not absolute. As discussed 
earlier, nonvisualization or faint visualization 
may result in cases without hepatic disturb- 
ance or with only slight degrees of hepatic 
impairment as measured by standard tests of 
liver function. It may well be that excretion 
of iodipamide by the liver is functionally 
specific and that this function is related to, 
but cannot be equated with other measures 
of hepatic excretory function. 

Obstructive Jaundice. In addition to jaun- 
dice related to hepatic disease, jaundice 
arising as a result of obstruction of the extra- 
hepatic biliary tree is a deterrent to opacifica- 
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tion of the ducts and gallbladder by intra. 
venously administered contrast media. This 
is a serious limitation since obstructive jaun- 
dice is common in patients with disorders af. 
fecting the biliary tree. Consequently, intra. 
venous cholecystography and cholangiography 
are apt to prove of little or no value in the 
very patients who most require the diagnostic 
help which this method of study may provide. 

Most studies that have attempted to relate 
the results of intravenous cholecystocholan. 
giography to hyperbilirubinemia have not dis. 
tinguished between hepatocellular and extra. 
hepatic obstructive jaundice. The results, 
therefore, have been understandingly variable. 
Thus, it has been stated that visualization of 
the extrahepatic biliary tree is not to be ex. 
pected when the serum bilirubin level is in 
excess of 1.7 mg.,°? 3.0 mg.,?7.34 or 4.0 mg. per 
100 ml.,16 or when the icterus index level is 
in excess of 12,53 17,28 or 18 units.5° 


In contrast to these values, we have suc. 
ceeded in visualizing both the gallbladder and 
biliary ducts after 20 ml. of Cholografin 
Methylglucamine in one patient with cirrhosis 
and extrahepatic biliary obstruction whose 
serum bilirubin was 7.5 mg. per 100 ml. at 
the time of examination.1* Similarly, Al- 
dridge!? obtained good visualization of the 
ducts and demonstrated ductal calculi in 2 
cases with serum bilirubin levels of 6.3 and 
4.4 mg. per 100 ml., respectively. Further, 
Fotopoulos?? and Wise and O’Brien’ suc- 
ceeded in outlining the biliary ducts in sev- 
eral patients with significantly elevated total 
serum bilirubin levels although they did not 
specify the type of jaundice or its cause; the 
former in 2 individuals with total serum bili- 
rubin levels of 5.9 and 8.2 mg. per 100 ml, 
respectively, and the latter in one case with a 
total serum bilirubin level of 4.8 mg. per 
100 ml. 


It would appear from this that whereas ob- 
structive jaundice weighs strongly against the 
likelihood of successful visualization of the 
extrahepatic biliary tree by means of intra 
venous cholecysto-cholangiography, it does not 
entirely exclude the possibility of this oc 
curring. The chances of successfully visualiz 
ing the ducts in such situations may be im 
proved by the use of larger doses of the more 
concentrated contrast material, the adjuvant 
use of drugs like morphine to constrict the 
choledochal sphincter, and by extending the 
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examination so as not to miss delayed filling. 
Chances of success are also improved if the 
obstruction is recent or incomplete,!? if 
hepatic function is unimpaired, and if the 
jaundice is waning at the time of examina- 
tion.*# 

Faint Visualization. Even in the absence 
of obstructive jaundice or hepatic derange- 
ment, the degree of opacification of the ducts 
is sometimes too faint to be diagnostically re- 
liable.1° This shortcoming may be overcome 
in part through the concomitant use of a 
pharmacologic agent that augments the tone 
of the choledochal sphincter and thereby en- 
courages the accumulation of contrast-laden 
bile in the ducts. It may also be partially over- 
come through the use of body-section films 
or choledocholaminagrams.1® 


On rare occasions the extrahepatic biliary 
tree fails to be visualized even though the 
technic is without fault, and there is neither 
hepatic disease nor obstructive jaundice. In 
such cases it is wise to re-examine the gall- 
bladder area 24 hours later. Every now and 
then a previously nonvisible gallbladder may 
be identified on films exposed 24 hours after 
the original injection. 

Poor Visualization of the Intraduodenal 
Segment of the Common Duct. The intra- 
duodenal segment of the common duct, its 
most distal segment, is only infrequently dem- 


FIG. 5 


Roentgenograms showing poor visualization of intraduo- 
denal segment of the common bile duct as seen by intra- 


venous cholangiography. (A) Intravenous cholangiogram 
showing well visualized dilated common duct containing 2 
radiolucent calculi. (B) T-tube cholangiogram in same pa- 
tient following choledocholithotomy. Note how much better 


the intraduodenal segment of the c i i 
ommon bile du 
demonstrated. 
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FIG. 6 


Cholecystogram obtained following intravenous administra- 
tion of iodipamide methylglucamine (Cholografin Methyl- 
glucamine) showing layering resulting from incomplete mix- 
ture of contrast medium with bile in gallbladder. 


onstrated on intravenous cholangiograms 
(Fig. 5). Failure to visualize this segment 
clearly and regularly is a shortcoming, since 
this area may be of crucial importance. The 
use of spasmogenic drugs, such as morphine, 
probably adds to the problem of poor visual- 
ization of this segment. Visualization of the 
area in question might be improved if the 
duodenum and the choledochal sphincter 
could be relaxed by the administration of 
nitrites together with the ingestion of fat or 
magnesium sulfate. 


Layering. The fashion in which the gall- 
bladder becomes visible after intravenously 
given iodipamide sodium or methylglucamine 
depends on the rate of inflow of opaque liver 
bile, the amount of viscid bile in the gall- 
bladder, and the degree of admixture between 
these two.%* It is fairly common to observe an 
opaque rim outlining the gallbladder in the 
early stages of filling. A more important find- 
ing is so-called “layering.”?:10.33.54 The appear- 
ance is that of a radiolucent layer or layers in 
the gallbladder shadow. The layering effect 
arises from incomplete mixture of contrast- 
laden liver bile of high specific gravity with 
the bile of lower specific gravity already pres- 
ent in the gallbladder (Fig. 6). The import- 
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ance of this phenomenon rests principally in 
the fact that the radiolucent layer may be 
misinterpreted as a layer of radiolucent cal- 
culi.83 Intermixture of the gallbladder con- 
tents can usually be obtained by changing the 
patient’s position or by massage over the gall- 
bladder area. In some cases complete inter- 
mixture is difficult to secure and homogenous 
opacification may require a period of time. 

Reactions. As might be expected, the intra- 
venous injection of iodine-containing material 
is not without untoward reactions. The re- 
ported incidence of reactions ranges in the 
main between 10 and 20 per cent, with The- 
ander!’ more recently reporting a reaction 
rate of 7.8 per cent in 500 consecutive ex- 
aminations with iodipamide sodium. How- 
ever, the reactions that have been observed 
have generally been mild and _ transient. 
Nausea and vomiting have been the common- 
est reactions and these have often been the 
result simply of too rapid injection. Reactions 
of the anaphylactoid type have been rare and 
we are not aware of any reported fatalities to 
date. 

Certain precautions are essential if reactions 
are to be prevented or minimized. Each pa- 
tient must be carefully questioned beforehand 
regarding previous allergic manifestations. 
Sensitivity tests must be carried out before 
injection even though it is dubious if these 
are reliable. Contrast material may be in- 
stilled into the conjunctival sac or injected 
into the skin. Most workers in the field, how- 
ever, prefer to give 1 ml. of the contrast ma- 
terial intravenously. We have used the last 
method routinely for sensitivity testing but 
have observed a reaction to the test dose in 
only one case. 

We feel that it is wiser not to perform the 
examination if there is reaction to the test 
dose and to do it only if it is essential in 
those with a strong history of allergy. Sheha- 
di?® recommends premedication with an anti- 
histamine in those with a known history of 
allergy or a strongly positive skin test. Wise 
and O’Brien’ defer the examination in those 
with a strong allergic background and admin- 
ister antihistamine substances by mouth for 
2 days before injection. 

Routine administration of 20 mg. of diphen- 
hydramine (Benadryl) hydrochloride intra- 
venously before the test dose is given is be- 
lieved by Wise and O’Brien’ to have reduced 


the incidence and degree of nausea and vomit. 
ing. We have the distinct impression that the 
over-all incidence of immediate reactions 
among our patients has significantly lessened 
since we have adopted the routine use of jp. 
travenous Demerol as part of the examina. 
tion. 


Intravenous injection of the contrast ma- 
terial should be done slowly and the rate of 
injection slowed even more if nausea appears, 
It is a wise precaution also to have at hand all 
preparations that would be needed should 
the rare anaphylactoid or other severe re. 
action occur. 

Demands on Time and Personnel. There 
is no gainsaying the fact that intravenous 
cholecystocholangiography is more expensive 
to the patient than conventional oral cho- 
lecystography. Nor is there any question that 
the demands on time and personnel in a busy 
radiology department is considerable. The 
newer modifications in the methods of study, 
however, have done much to solve the latter 
problem. 


Summary and Conclusions 


The development of improved contrast 
media has revived interest in intravenous 
cholecystography and cholangiography. Ac- 
cumulated experience has established the diag- 
nostic value of the procedure and proved it 
to be safe. Modifications in methods have 
been designed which have enhanced its value 
and made it more adaptable for routine clin- 
ical use. Clinical applications have been 
broadened and clinical uses have become 
more clearly defined. Some of the shortcom- 
ings and defects which were early apparent 
have been largely overcome by improved 
methods of study and refinements in technic. 
There are still many limitations, however, and 
diagnostic errors of both omission and com- 
mission continue in evidence.2* There is every 
reason to expect, however, that these will 
diminish as experience grows and technic im- 
proves. It seems reasonable to anticipate, too, 
that even better contrast media will be forth- 
coming. When developed, these should still 
further advance and improve the procedure. 


References 


1. Frommhold, W.: Ein neuartiges Kontrastmittel fir die- 
intravenése Cholezystograpie, Fortschr. Geb. Réntgen- 
strahlen 79:283, 1953. 4 

2. Graham, E. A., and Cole, W. H.: Roentgenologic Exam- 
ination of the Gallbladder: Preliminary Report of a New 


| 
| 
| V 
| 
| 


VOLUME 50 


thod Utilizing the Intravenous Injection of Tetra- 
J.A.M.A. 82:613, 1924. 


Graham, E. A., Cole, W. H., and Copher, G. H.: Visual- 


ization of the Gallbladder by the Sodium Salt of Tetra- 
bromphenolphthalein, J.A.M.A. 82:1777, 1924. 
Graham, E. A., Cole, W. H., and Copher, G. H.: Cho- 
lecystograph:: The Use of Sodium Tetraiodophenolphtha- 
lein, J.A.M.A. 84:1175, 1925. 
Berk, J. E., Karnofsky, R. E., Shay, H., and Stauffer, 
H. M.: Intravenous Cholecystography and Cholangiog- 
raphy: Report of Preliminary Observations, Am. J. M. 
Sc. 227:361, 1954. 
Orloff, T. L., Sklaroff, D. M., Cohn, E. M., and Gershon- 
Cohen, J.: Intravenous Choledochography with a New 
Contrast Medium, “Cholografin,” Radiology 62:868, 1954. 
Fulton, H., and Sandweiss, D. J.: Intravenous Cholangiog- 
raphy: Preliminary Report, Harper Hosp. Bull. 12:106, 
4. 
hay A. L. L., Immerman, L.L., Arcomano, P., Zwanger, 
J., and Bello, E. T.: Intravenous Cholangiography: A 
Preliminary Study, Am. J. Surg. 88:248, 1954. 


. Glenn, F., Evans, J., Hill, M., and McClenahan, J.: 


Intravenous Cholangiography, Ann. Surg. 140:600, 1954. 
Berk, J. E., Stauffer, H. M., Shay, H., and Karnofsky, 
R. E.: The Normal and Abnormal Biliary Tract as Shown 
by Intravenous Cholecystography and Cholangiography, 
Gastroenterology 28:230, 1955 
Gaebel, E., and Teschendorf, W.: Uber Fortschritte in 
der réntgenologischen Darstellung der Gallenblase, Fort- 
schr. Geb. Réntgenstrahlen 81:296, 1954. 

Oeser, H., and Frommhold, W.: Cholegraphy: The New 
Contrast Medium Biligrafin, Acta radiol. 43:355, 1955. 


. Theander, G.: Side-Effects of Biligrafin, Acta _radiol. 


43:369, 1955. 

Berk, J. E., Mellins, H. Z., and Brodie, M.: The Use of 

lodipamide Methylglucamine (Cholografin High Potency) 

as a Contrast Medium for Intravenous Cholangiography, 

Am. J. M. Sc. 231:289, 1956. 

Glazebrook, A. J., and Hastings-James, R.: Cholografin 

Methylglucamine, Canad. M. A. J. 74:262, 1956. 

Wise, R. E., and O’Brien, R. G.: Interpretation of the 

Intravenous Cholangiogram, J.A.M.A. 160:819, 1956. 

Aldridge, N. H.: Rapid Examination of the Biliary Tract; 

a New Technic with Biligrafin, J. Fac. Radiologists 6:243, 
5. 


. Orloff, T. L.: Intravenous Choledocholaminagraphy, Am. 


J. Roentgenol, 72:804, 1954. 

Bell, A. L. L., Immerman, L. L., and Arcomano, J.: 
Body-Section Cholangiography with a New Intravenous 
Medium (Cholografin), Radiology 66:84, 1956. 
Mitchell, B. J.: Basic Combined Cholecystangiography, 
Brit. J. Radiol. 29:133, 1956. 

Aldridge, N. H.: Combined Intravenous Cholecystography 
and Pyelography, Brit. J. Radiol. 29:127, 1956. 
Teschendorf, W.: Der gegenwartige Stand der réntgeno- 
logischen Untersuchung der Gallenwege, Miinchen. med. 
Wehnschr. 97:1341, 1955. 

Reynolds, L., and Fulton, H.: Oral Cholecystography with 
lopanoic Acid (Telepaque), J.A.M.A, 159:1558, 1955. 
Sutton, D., and Tillett, J. V.: Intravenous Cholecystog- 
raphy and Cholangiography: Clinical Trials with a New 
Medium (Biligrafin), Brit. J. Radiol. 27:575, 1954. 
Esguerra-Gomez, G., and Castro-Riano, A.: Intravenous 
Cholangiography, Am. J. Surg. 90:4, 1955. 


. Shehadi, W. H.: Intravenous Cholecystocholangiography, 


J.A.M.A. 159:1350, 1955 


Fotopoulos, J. P.: Intravenous Cholangiography: Pre- 
liminary Report, Univ. Michigan M. Bull. 21:229, 1955. 


- Qvist, C. F.: Intravenous Cholecystography and Cholan- 


giography with Biligrafin, Acta chir. scandinav. 110:296, 
1955-56. 


Hastings-James, R., and Glazebrook, A. J.: Cholografin, 
Canad. M. A. J. 72:561, 1955. 


30. 


$1. 
$2. 


33. 


34. 


35. 


36. 
37. 


38. 


39. 


40. 
41. 


42. 
43. 
44, 


45. 


46. 
47. 


48. 


49. 


50. 


51. 


52. 


53. 


54. 


INTRAVENOUS CHOLECYSTOGRAPHY AND CHOLANGIOGRAPHY—Berk and Feigelson 431 


Gershon-Cohen, J., Berger, S. M., and Kremens, V.: Im- 
proved Rapid Intravenous Cholecystography with a New 
a Surg. Gynec. & Obst. 100:636, 
Batt, R. C.: Intravenous Cholecystangiography, Radiology 
65:926, 1955. 

Kremens, V., Berger, S. M., and Cohn, E. M.: Comparison 
of Rapid Intravenously and Orally Administered Contrast 
Mediums for Routine Gallbladder Study, New England 
J. Med. 254:705, 1956. 

Theander, G.: Filling of the Gallbladder in Cholegraphy, 
Acta radiol. Interamer. 6:45, 1956. 

Jordan, P. H., Jr.: The Use of Intravenous Cholangio- 
cholecystography in the Diagnosis of Acute Conditions of 
the Abdomen, Surg. Gynec. & Obst. 102:218, 1956. 
Shehadi, W. H.: Cholografin: A New Intravenously Ad- 
ministered Contrast Medium for the Visualization of the 
Gallbladder and Bile Ducts (Intravenous Cholecystocho- 
langiography) with a Report on 104 Cases, Am. J. Roent- 
genol. 76:7, 1956. 

Johnsen, S., and Stauffer, H. M.: Personal communica- 
tion. 

Hornykiewytsch, T., and Stender, H. S.: Intravenose 
Cholangiographie, Fortschr. Geb. Rontgenstrahlen 79:292, 
1953. 

Sandweiss, D. J., and Fulton, H.: Intravenous Cholangiog- 
raphy: Results in One Hundred Cholecystectomized Pa- 
tients with Upper Abdominal Symptoms, J.A.M.A. 
159:998, 1955. 

McClenahan, J. L., Evans, J. A., and Braunstein, P. W.: 
Intravenous Cholangiography in the Postcholecystectomy 
Syndrome, J.A.M.A. 159:1353, 1955. 

Harris, R. C., and Caffey, J.: Cholecystography in Infants, 
J.A.M.A. 153:1333, 1953. 

Reichelderfer, T. E., and Van Hartesveldt, J.: Intravenous 
Cholecystography with Cholografin in Infants, Am. J. 
Dis. Child. 89:591, 1955. 

Theander, G.: Cholegraphy in Children, Acta radiol. 
42:11, 1954. 

Weens, H. S., Meadors, J. L., and Reid, W. A.: Intra- 
venous Cholangiography, J.M.A. Georgia 44:391, 1955. 
Silvani, H. T., and McCorkle, H. J.: Temporary Failure 
of Gallbladder Visualization by Cholecystography in Acute 
Pancreatitis, Ann. Surg. 127:1207, 1948. 

Kaden, V. G., Howard, J. M., and Doubleday, L. C.: 
Cholecystographic Studies During and Immediately Fol- 
lowing Acute Pancreatitis, Surgery 38:1082, 1955. 
Sachs, M. D., and Partington, P. F.: Cholangiographic 
Diagnosis of Pancreatitis, Am. J. Roentgenol. 76:32, 1956. 
Sklaroff, D. M., Cohn, E. M., Orloff, T. L., and Gershon- 
Cohen, J.: The Common Bile Duct in the Postcholecys- 
tectomy Patient, A.M.A. Arch. Surg. 70:559, 1955. 
Cohn, E. M., Orloff, T. L., Sklaroff, D. M., and Gershon- 
Cohen, J.: The Use of Cholografin in the Postcholecys- 
tectomy Syndrome, Ann. Int. Med. 42:59, 1955. 

Royer, M., Mazur, P., and Kohan, S.: Biliary Dyskinesia 
Studied by Means of ‘‘Peritoneoscopic Cholangiography,” 
Gastroenterology 16:83, 1950. 

Brozda, J., and Kozoll, D. D.: Correlation of Intravenous 
Cholangiography with Liver Function Tests, Proc. Cent. 
Soc. Clin. Res. 28:16, 1955. 

Etess, A. D., and Straaus, B.: Cholecystography in the 
Presence of Liver Disease, New England J. Med. 249:930, 


Caroli, J., Porcher, P., Gilles, E., Ledoux, J., and Char- 
pentier: La place de l’angiocholégraphic intraveineuse 
dans le diagnostic des affections de la voie biliaire prin- 
cipale, Arch. mal. app. digest. 43:285, 1954 

Rosenblum, D., and Schwartz, S.: Intravenous Cholangiog- 
raphy in the Presence of Jaundice, Radiology 67:247, 
1956. 

Piischel, C.: Uber klinische und réntgenologische Erfah- 
rungen mit dem neuen I. V. Gallekontrastmittel ‘‘Bili- 
grafin,’”’ Deutsche med. Wchnschr. 78:1327, 1953. 


7 
= 
1€ $. 
ns 
4 
1. 
a- 
6. = 
a- 
of 1. = 
Ss. 
I] 8. 
ld 
10. 
= 
re 
Il. 
ve = 
12. 
0- 
at 13 | 
sy 14. 
he 
y, 15. 
er 16. 
17. 
= 
ist 19. 
us | 
20. 
91. 
It 
22, 
ve = 
= 
24. 
en 
ne 25. 
= 
nt 
ed 
nd 
29, = 
m- 
Ty 
ill 
m- 
0, 
ill 
re. 
lie- 
en- 
um - 
lew 


APRIL 1957 


Recovery From Acute Renal Failure 
Following Twenty-five 
Days of Oliguria: 


ALLAN M. UNGER, M.D.,t Richmond, Va. 


DURING RECENT YEARS, advances have been 
made in understanding the pathophysiology 
of temporary severe renal impairment with 
significant improvement in the management 
of these acute oliguric states.1¢ On the as- 
sumption that adequate renal function may 
eventually return, management is now di- 
rected toward maintaining near normal 
hydration and decreasing accumulation of 
metabolites by diet and measures tending to 
minimize tissue catabolism. When necessary, 
hemodialysis is used to improve blood chem- 
ical changes and the general condition of 
the patient. The latter effect is related to 
measured blood chemical changes, but is par- 
tially a result of removal of certain ill-defined 
metabolites, which may contribute to uremic 
symptomatology, but in a manner not entirely 
clear. 


The following case is of interest because 
of recovery after an unusually prolonged 
period of oliguria. 


A 72 year old negro man was admitted to the 
St. Philip Hospital of the Medical College of Vir- 
ginia, on March 17, 1956, complaining of difficult 
urination and bloody urine. 

During the preceding several years the patient had 
had complete bladder obstruction about ten times, re- 
quiring urethral catheterization for relief. Associated 
symptoms included poor force of the stream, noc- 
turia, and urinary frequency. Two weeks prior to 
admission the patient attempted to catheterize him- 
self to relieve bladder obstruction. This was followed 
by hematuria and dysuria. 

Past history was noncontributory. 


Examination. The patient was alert, well nour- 
ished, and in no distress. The temperature, pulse, 


*From Renal and Electrolyte Division, Department of Medi- 
cine, Medical College of Virginia, Richmond, Va. 


+A. D. Williams Research Fellow in Medicine. 


and respirations were normal, and the blood pressure 
was 192/100. The chest was slightly hyperresonant, 
but otherwise clear, and cardiac examination was 
not remarkable. The abdomen was soft and non- 
tender except in the suprapubic area where a soft, 
slightly tender mass, thought to represent the blad- 
der, was palpable 5 cm. above the pubic symphysis. 
Rectal examination showed a soft, smooth, mod- 
erately enlarged prostate gland. The peripheral ar- 
teries were stiff and tortuous. The left dorsalis pedis 
and left posterior tibial pulsations were not palpable. 
Neurologic examination was within normal limits. 


Initial laboratory data. The urine was cloudy with 
an acid reaction; glucose was absent, but there was 
a one plus albuminuria. Numerous red blood cells 
were seen on microscopic examination, and a culture 
of the urine was positive for Aerobacter aerogenes. 
Blood urea nitrogen was 17 and 14 mg. per 100 cc. 
on two different specimens. The hemoglobin was 15.6 
Gm. per 100 cc. and the white blood cell count 7,250 
per cu. mm. An electrocardiogram was normal. On 
x-ray study of the chest a questionable slight cardiac 
enlargement and a tortuous, diffusely dilated aorta 
were noted. An intravenous P.S.P. test showed a total 
of 33% excretion in two hours. 


Hospital course. An indwelling catheter was in- 
serted in the bladder and a course of Gantrisin was 
instituted. Some urethral bleeding continued, and 
on March 24, 1956, the hemoglobin had fallen to 
14 Gm. per 100 cc. A transfusion of 500 cc. of whole 
blood was given without reaction. The patient re 
mained afebrile, and blood pressure recordings fol- 
lowing admission averaged 132/82. Urinary output 
was good in response to freely administered fluids. 


On April 3, 1956, under procaine (100 mg.) spinal 
anesthesia, transurethral prostatic resection was Cal- 
ried out. Amino-acetic acid solution was used as the 
irrigating fluid. The blood pressure was maintained 
around 120/80 during the 90 minute procedure, de- 
spite brisk bleeding which was not completely con- 
trolled at the termination of the operation. 


Two and one-half hours later, because of persistent 
bleeding, it was necessary to fulgurate points in the 
prostatic bed. Another transfusion of 500 cc. of 
whole blood was given at this time. After the fulgu- 
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Chart showing changes in creatinine and blood urea nitrogen 
during acute renal failure. The urine output was less than 
200 cc. per day until the twenty-sixth day when it reached 
440 cc. per day. 


ration, however, the blood pressure dropped to a 
level of about 106/80, with two dips as low as 80/60 
during the first postoperative night. In an effort to 
control the hypotension a total of 1500 cc. of whole 
blood was given without reaction. Because of per- 
sistent bleeding fulguration was repeated the follow- 
ing morning, and thereafter the blood pressure stabi- 
lized at about 110/70 for the next two days. At no 


A 


time was there visible hemolysis in the serum. Fol- 
lowing the prostatic resection and fulgurations, the 
output of urine was scanty, but not accurately known 
due to persistent oozing of blood and the consequent 
bladder irrigations. 


On the first postoperative day the blood urea 
nitrogen had risen to 52 mg. and the creatinine to 
4.8 mg. per 100 cc.; on the third postoperative day 
these values were 100 mg. and 8 mg. per 100 cc., 
respectively (Fig. 1). The patient grew slowly worse, 
becoming drowsy, disoriented, and nauseated. Fluids 
were given freely until the sixth postoperative day; 
then they were restricted to 800 cc. per day, given 
by stomach tube as a protein free formula designed 
to provide 2,000 calories. 

The patient’s condition continued to deteriorate; 
he became violently uncooperative and passed into 
a semicoma with marked decrease in muscle strength 
and deep tendon reflexes. Involuntary jerking and 
twitching movements became frequent, and vomiting 
made effective feeding impossible. A right lower lobe 
pneumonia was apparent on the seventh postopera- 
tive day (Fig. 2, A). On the eighth day of oliguria, 
utilizing a Kolff type “Artificial Kidney,” hemo- 
dialysis was performed. During the six hour proce- 
dure, three consecutive dialysis baths were used.* 


*Bath volumes were 100 liters and each contained 140 
mEq./L sodium, 3 mEq./L potassium, 2 mEq./L magnesium, 
2.5 mEq./L calcium, 112.5 mEq./L chloride, and 35 mEq./L 
bicarbonate, and 400 mg. per 100 cc. glucose. 


A. Chest film after 7 days of oliguria showing right lower lobe pneumonia. 
B. Film 12 days later. Diuresis has not developed, but the pneumonia has cleared. 
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Electrocardiographic changes resulting from hemodialysis. 
The T waves at the completion of dialysis are much smaller 
than before dialysis. The serum K+ was reduced from 6.1 
to 3.6 mEq./L. 


Blood flow through the apparatus ranged from 225 
to 250 cc. per minute. The patient showed slight 
improvement during the dialysis, becoming more 
lucid and responding to commands. The jerking and 
twitching movements disappeared, and deep tendon 
reflexes were markedly improved. The electrocardio- 
gram showed progressive lowering of T waves as 
serum potassium was reduced from 6.1 to 3.6 mEq./L 
(Fig. 3). Blood chemical findings before and after 
dialysis are shown in table 1. 

The following day the patient was markedly im- 
proved, free of nausea and able to sit without aid. 
The patient expectorated moderate quantities of 
yellow sputum from which were cultured Proteus 


TABLE 1 


First Dialysis 
BUN Creatinine Ca P Na K Cl co, 
mg. per 100 cc. mEq./L 
Before Dialysis 140 18 68 9.2 136 6.1 104 17 
After Dialysis 48 8 9.2 4.7 150 3.6 108 25 
Second Dialysis 
Before Dialysis 145 21 6.0 9.6 148 5.5 101 18 
After Dialysis 46 8 8.2 3.9 150 36 111 $1 
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morganii and Staphylococcus aureus, both sensitive to 
Chloromycetin. This drug was given, 2 Gm. per day, 
and he was placed on a diet providing approximately 
1,600 calories containing 11 grams of protein in 
800 to 1,000 cc. of fluid daily. On this regimen there 
was no vomiting or diarrhea, although the urine 
output in the eight days following dialysis averaged 
just under 200 cc. per day. The blood urea nitrogen 
rose slowly, and again there was gradual deteriora. 
tion of consciousness with reappearance of involun. 
tary jerking motions. 

On the sixteenth day of oliguria a second hemo- 
dialysis was carried out using baths similar to those 
employed initially. Blood flow averaged 250 cc. per 
minute. Blood chemical changes before and after the 
second dialysis is shown in table 1. Again there was 
clearing of consciousness, improvement of deep tendon 
reflexes and improvement in appetite. Abnormal 
pulmonary findings decreased, and an x-ray film of 
the chest on April 24, 1956, showed almost complete 
resolution of the pneumonia previously noted (Fig. 
2, B). 

Output of urine averaged 185 cc. per day during 
the 8 days following the second dialysis. On the 
twenty-fifth day of oliguria (9 days after the second 
dialysis), the urine output was 440 cc. in 24 hours, 
and 12 days later had increased to 3,000 cc. in 24 
hours. Thirteen days after the second dialysis, the 
blood urea nitrogen level was only 95 mg. per 100 
cc., although the creatinine level had risen to 20 
mg. per 100 cc. The diet and fluid intake were 
constantly increased as diuresis progressed. A ten- 
dency to a lower blood urea nitrogen and creatinine 
level was not noted until 32 days after the renal 
injury, but as these levels decreased there was con- 
comitant improvement in the patient’s condition. On 
May 15, 1956, 42 days postoperative, the blood urea 
nitrogen was 33 mg., and the creatinine 2.8 mg. per 
100 cc. Except for some weakness, the patient was 
asymptomatic and was discharged to be followed in 
the outpatient department. 


Discussion 


The clinical course of acute renal failure 
in this patient is similar to that usually ob- 
served with the exception that the oliguric 
phase was more prolonged than that hereto- 
fore noted in the literature.':*5 The advanced 
age of this patient and the increased metab- 
olite load in consequence of pneumonia 
make his eventual survival particularly re- 
markable. 

Careful limitation of fluid intake, as well 
as provision of maximal calories, together 
with restriction of protein and minerals 
seemed to be of value in this instance. Such 
measures alone will sustain many patients in 
acute renal failure up to about two weeks, 
depending on the success of calorie adminis- 
tration and the catabolic rate.*:4:6 Those pa- 
tients developing dangerous potassium intoxi- 
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cation, or serious uremic symptomatology, as 
this patient did, should have the benefit of 
hemodialysis with anticipation of chemical 
as well as clinical improvement. 

The dramatic improvement shown by this 
patient following hemodialysis can be partly 
ascribed to chemical changes, but must have 
been due in some part to removal of un- 
measured metabolites. 


Part of the renal parenchyma is destroyed 
beyond regeneration in acute renal cortical 
necrosis. In some cases of acute tubular 
necrosis, study of individual nephrons has 
shown disruption of the continuity of tubules, 
and suggests that eventual resumption of 
their function is unlikely. However, the long 
period of oliguria observed here indicates that 
the duration of oliguria does not necessarily 
correlate with the extent of renal disease and 
that resumption of adequate renal function 
may occasionally occur after more than three 
weeks of oliguria. This suggests that vigorous 
therapeutic efforts, even entailing several 
dialyses, can be justified after prolonged 
oliguria with the conviction that the dura- 
tion of oliguria alone does not indicate ir- 
reversible renal damage and a hopeless prog- 
nosis. 

Summary 


1. A case of acute renal failure with 
oliguria persisting 25 days is presented. The 
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oliguria followed transurethral prostatic re- 
section and was complicated by pneumonia. 


2. Management included fluid restriction, 
high caloric, protein restricted diet, as well 
as hemodialysis on two occasions. Clinical 
and blood chemical changes after dialysis are 
presented. 

3. The case illustrates the possibility of 
resumption of adequate renal function after 
prolonged oliguria. 
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Chronic Urticaria’ 


A. FORD WOLF, M.D.,t Temple, Tex. 


APRIL 1957 


The point that chronic urticaria is less often of allergic origin than a signal of systemic disease 
is well taken. This puts the emphasis on an etiologic diagnosis. 


THE PURPOSE OF THIS PRESENTATION is to 
discuss chronic urticaria, stressing the diffi- 
culties of etiologic diagnosis and manage- 
ment. This manifestation is of importance 
because, (1) it annoys the patient, and (2) 
it may be a symptom of some serious disease 
process. 

Due to the multiple causes and the vast 
variety of diseases with which urticaria may 
be associated, it is important to approach the 
subject with a broad scope. Granted there 
may be no clear-cut dividing line between 
acute and chronic urticaria, we shall concern 
ourselves only with the variety of urticaria 
and angio-edema that has been present for 
weeks or months, and occurs daily or with 
considerable regularity. We will not deal 
with acute urticaria. Chronic urticaria dif- 
fers from acute urticaria in that: (1) it 
occurs more frequently in adults; (2) it is 
less often due to foods; (3) it is precipitated 
more often by endogenous rather than exo- 
genous causes; and (4) it occurs less fre- 
quently on an allergic basis. 


Physiologic Mechanism 


We need not delve very deeply into the 
physiologic mechanism of the production of 
urticaria. A useful concept is that there are 
two basic processes. One is primarily allergic, 
and is associated with the local release of 
histamine or a histamine-like substance. It is 
often, but not necessarily, the result of an 
antigen-antibody reaction. The second process 
is cholinergic. It, supposedly, is nonallergic, 
is mediated by stimulation of the parasym- 
pathetic nervous system, the local release of 
acetylcholine, and with secondary histamine 
formation. Psychogenic urticaria is produced 
by this mechanism. 


*Chairman’s Address, read before the Section on Allergy, 
Southern Medical Association, Fiftieth Annual Meeting, Wash- 
ington, D. C., November 12-15, 1956. 

+From the Department of Internal Medicine, Section on 
Allergy, of the Scott and White Clinic, Temple, Tex. 


Graham and Wolf! have concluded that 
urticarial wheal formation is due purely to 
capillary and arteriole dilatation with no 
other factor, such as histamine release, being 
necessary. This position, however, is hardly 
tenable in view of the fact that cutaneous 
vascular dilatation may be extreme in febrile 
states, following hot baths, hot compresses, 
and exercise, and after intravenous adminis. 
tration of histamine or nicotinic acid without 
development of urticaria. 


Diagnosis 


The diagnosis of chronic urticaria seldom 
presents much difficulty. Most often the phy- 
sician merely confirms the patient’s diag- 
nosis. Pruritus nearly always is present in 
urticaria, but is unusual in angio-edema. The 
reason is that the site of reaction in urticaria 
is in the upper layers of the dermis; while in 
angio-edema, the deeper layers and the sub- 
dermal tissues are involved. Often, there isa 
deep soreness and aching, but not much 
itching in angio-edema. 

The lesions of chronic urticaria and angio- 


edema are transient. They usually are asym- 


metrical, and last from minutes to hours, or 
for one or two days. This is in contrast to 
the frequently observed edema of eyelids or 
ankles caused by familial factors, middle age 
phenomena, or myxedema. Myxedematous 
swelling of the eyelids frequently is mistaken 
for allergic swelling. Elephantiasis nostras 
is a type of edema affecting the lips or nose. 
While it may vary somewhat in tenseness, it 
is not recurrent. It is chronic and usually 
has been present for some weeks. It is caused 
by local lymphangitis from bacterial infec 
tion. Ordinarily, a fissure or ulcer can be 
found about the nares or lips. 


Other conditions encountered in differen- 
tial diagnosis are: (1) Papular urticaria 
which occurs in children, and usually is due 
to insect bites; (2) urticaria pigmentosa which 
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is a confusion in name only, since this condi- 
tion is not morphologically or etiologically 
related to the other urticarias; and (3) 
urticaria factitia, or dermographism, which 
is brought out by mechanical trauma to the 
skin, as with scratching, pressure, or blows. 
While it may be encountered as a complica- 
tion of chronic urticaria, the usual variety is 
likely an inherent dermal idiosyncrasy with- 
out known cause. If whealing is never spon- 
taneous, and results only from trauma, the 
condition is not urticaria. 


Causative Factors 


The causative factors of chronic urticaria 
are many and varied. A working classifica- 
tion is one modified from Rostenberg and 
Harris? dividing the causes into, (1) exo- 
genous, and (2) endogenous sources. 
1. Exogenous causes include: inhalants, in- 
jectants, physical factors, contactants, and 
ingestants. 

(a) Inhalants (such as volatile substances, 
perfumes, pollens, and, occasionally, animal 
danders) may cause urticaria, but they do so 
infrequently. In treating urticaria one would 
require very strong evidence to support a 
decision to desensitize a patient to pollens. 


(b) Injectants often cause trouble. Per- 
haps the most notorious is penicillin. Sera, 
vaccines, liver extracts, insulin, vitamins 
(especially thiamin), and even cortisone and 
ACTH can produce urticaria. Urticaria from 
rabies vaccine may be encountered. (A vet- 
erinarian who had several courses of vaccine, 
developed urticaria and angio-edema, in addi- 
tion to multiple neurologic difficulties. These 
included partial transverse myelitis on one 
occasion, and encephalomyelitis following a 
subsequent course of vaccine. The reactions 
were considered due to sensitivity to rabbit 
brain in the culture medium.) 


(c) Physical factors, such as heat, cold, 
and light have been recognized as occasional 
causes of urticaria. There is some controversy 
as to whether there is a real allergy with an 
immunologic mechanism, or some type of 
nonallergic genetic tissue idiosyncrasy. At 
least some instances of allergy due to cold 
may be on an immunologic basis. 


(d) Contactants are rarely of importance, 
although contact with animal dander may 
bring on urticaria in highly sensitive persons. 
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The response to stinging nettle, may be 
partially from injections as the tiny spines 
actually imbed themselves in the skin. They 
have been shown to contain both acetyl- 
choline and histamine. 


(e) Ingestants include foods and drugs. 
Foods are not frequent causes of chronic 
urticaria, although they often precipitate 
acute urticaria. Sheldon and_ co-workers? 
found less than 10 per cent of their cases of 
chronic urticaria due to foods. Drugs very 
often are causative factors. 

2. Endogenous causes include: bacterial in- 
fection, parasites, endocrines, systemic diseases, 
and psychogenic factors. 

(a) Bacterial infection (involving the 
teeth, tonsils, sinuses, gallbladder, and _ pros- 
tate or other portions of the urinary tract) 
may cause urticaria. Whether the urticaria is 
caused by sensitivity to the involved bacteria, 
or to altered tissue proteins is not under- 
stood. The appendix has been listed as a 
possible source, but such a diagnosis pre- 
supposes the presence of a highly debatable 
condition, chronic appendicitis. Anal fistulae, 
infected sebaceous cysts, and bronchiectasis 
are occasional causes of chronic urticaria. 

(b) Several types of parasites may pro- 
duce urticaria. Malaria, amebiasis, intestinal 
worms, and even Giardia lamblia have been 
incriminated. We have seen two patients 
with giardiasis and chronic urticaria. The 
urticaria ceased after eradication of the 
Giardia. We have not seen urticaria from 
trichomonas infection, either colonic or va- 
ginal. Urticaria may complicate the picture 
in scabies. 

(c) In discussing endocrine allergy, we may 
consider endocrine products such as insulin, 
estrogens, testosterone, thyroid gland sub- 
stance, pituitary extracts, and others as exo- 
genous drugs. While they may produce urti- 
caria, it is seldom chronic urticaria. 


There has been some evidence of endo- 
genous hormonal sensitivity or allergic re- 
action to one’s own hormones. This was 
described by Zondek and Bromberg* in 1945. 
We made some observations on this subject 
and reported them in 1953.5 Additional work 
has led us to believe that if true endogenous 
hormonal allergy does exist, it is quite rare 
and skin tests are of no value in its detection. 


(d) Other than infections, systemic 
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diseases which are apparent causes of chronic 
urticaria include various malignant neoplasms, 
Loeffler’s syndrome, and periarteritis nodosa. 
Patients with Hodgkin’s disease and other 
lymphomas often show manifestations of 
pruritus for some time before other involve- 
ment is apparent. Urticaria, likewise, has 
been a presenting symptom in some instances. 

In an analysis of 80 recently studied cases 
of chronic urticaria from the records of the 
Scott and White Clinic (July 1954-July 1956), 
8 patients were found to have significant 
systemic disease. Of these, one had a col- 
lagen disease and 4 had malignant neo- 
plasms. 

(e) By far, the most frequent cause of 
chronic urticaria is a psychosomatic difficulty. 
Steinhardt,® in a statistical study of 200 cases 
of urticaria, both acute and chronic, listed 
39 per cent as caused by psychogenic factors. 
Had he confined the study to chronic urti- 
caria, the percentage undoubtedly would have 
been much higher. Graham and Wolf?! re- 
ported 30 cases of chronic urticaria, sup- 
posedly selected at random. In the 29 fol- 
lowed symptoms were precipitated by psycho- 
genic factors, and most were considered due 
to the emotion of resentment. The patients 
saw themselves as victims of unjust treatment, 
usually by someone very close to them, and 
concerning a situation about which they 
could do nothing. The authors stated that 
“no relation was discovered between exposure 
to allergens and attacks of the disease.” Ap- 
parently, meager studies were done along 
general and allergic lines. We find no com- 
parable series of cases concerning psycho- 
genic urticaria in the literature. Mitchell, 
Smith, and Mayers? question whether chronic 
urticaria is an allergic disorder. In an analy- 
sis of 60 cases, they found none definitely 
related to food. Emotional difficulty was 
thought to be the most important but not the 
sole cause of the disorder. 

It should be an aphorism that not all 
symptoms in nervous patients are necessarily 
of nervous origin. For example, an emotion- 
ally disturbed man developed chronic urti- 
caria some three months before he reported 
to the clinic. No causative clue was found 
by routine history, physical examination, and 
skin tests. He obviously was tense, and ques- 
tioning developed the fact that he very much 
resented a demanding and domineering wife. 
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He was treated with psychotherapy and seda- 
tives, but only meager results were obtained, 
About four months later he developed severe 
pains in the neck and back and a diagnosis 
of multiple myeloma was made. When the 
multiple myeloma was treated, his urticaria 
improved markedly. Later, however, the 
multiple myeloma progressed rapidly, and 
the urticaria returned. 


There are two types of psychogenic urti- 
caria. The first type comes on character. 
istically about 5:00 P. M., or at the end of the 
work day. This may be the result of emo. 
tional letdown, or it might be an expression 
of adrenal depletion. I recall trying to deter. 
mine the allergen in a bus that caused a young 
stenographer’s hives. Her urticaria invariably 
developed in the afternoon soon after she 
boarded the bus for home. One day the bus 
was late, and the hives would not wait for it, 
Her trouble was on an emotional letdown 
basis. This same type of urticaria sometimes 
occurs during sleep when, certainly, there is 
not much active resentment. The other type 
of psychogenic urticaria occurs during periods 
of emotional stress and often while the 
patient is aware of tension, indecision, frus- 
tration, or resentment. 


Investigation 


Investigation of chronic urticaria poses 
some economic as well as diagnostic problems. 
We should not subject patients to multitudes 
of haphazard laboratory tests and roentgeno- 
grams. On the other hand, we should not 
confine our attention to the allergic approach, 
for only a relatively small percentage of cases 
of chronic urticaria can definitely be proved 
of allergic origin. 

First, we should obtain a good case history. 
Facts as to the onset, timing, other allergies, 
the patient’s emotional background and his 
life situation may clarify the problem. In- 
quiry should be made as to presence of food 
allergy, food likes and dislikes. Cases are 
reported due to ingestion of milk when the 
mechanism was through resentment for having 
to take milk in childhood rather than al- 
lergy to milk. The history will disclose what 
drugs are being taken. It has been established 
that a good way to get a drug history is to 
start at the head, find out what is taken for 
headache, eye strain, colds, sinus trouble, sore 
throat; thence through the digestive tract for 
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laxatives and other medications, pausing at 
the pelvis regarding hormones and douches; 
thence to the feet for fungicides; and, finally, 
inquiring about what is taken for sleeping 
and rheumatism. The history, likewise, may 
reveal clues as to other diseases. 

A complete physical examination, in- 
cluding the rectum and pelvis, should be 
done. It is important to determine if the 
liver, spleen, or lymph nodes are enlarged. 
In our investigation, we usually obtain a chest 
roentgenogram, complete blood count, and 
urine and stool examinations. It is quite 
important to search for intestinal parasites. 
Diagnostic skin tests are done on all patients 
with chronic urticaria. The tests are helpful 
enough to continue their use, but certainly 
not valuable enough to be depended upon en- 
tirely. We test common foods and a few in- 
halants. Obviously, if chronic urticaria is due 
to food, it is a common food, or perhaps only 
two or three foods. 

I believe one thing that has harmed the 
practice of allergy is the too common pro- 
cedure of long, drawn-out skin testing (using 
150 to 250 tests), and then arming the patient 
with a list of things to which he is pronounced 
allergic or not allergic. Too often, we see 
patients who have religiously avoided many 
important foods for months or years because 
of positive skin tests without any clinical 
proof of actual sensitivity. This is happening 
to the patients of experienced and capable 
allergists as well as to those of the inexperi- 
enced ones. We should remember always that 
suspected food sensitivities call for clinical 
proof; and, rarely, do we find a patient sensi- 
tive to more than a few foods. If a great many 
foods seem to cause trouble, it would be wise 
to search for some other explanation for the 
symptoms. 


Treatment 


Treatment of chronic urticaria is simple if 
the cause is known. As the cause is obscure 
in most instances, however, treatment usually 
becomes a problem. The patient must be 
told of the difficulties to be expected, and 
he must be willing to cooperate to the fullest 
extent. If after adequate study a likely cause 
has not been determined, we suggest the fol- 
lowing combination of therapeutic and con- 
tinued investigative procedures. 
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While there may be some variation in the 
sequence, the food problem generally is at- 
tacked first. Customarily, it takes only eight 
to ten days to rule foods in or out. The 
patient can be given a basic diet, restricting 
all the foods he frequently eats, and also those 
producing a positive skin test. If symptoms 
disappear, one new food should be added in 
liberal amounts every day, or every other 
day, until the offender is found. If symptoms 
persist, foods need not be considered further, 
and a prompt return to full diet should be 
made. 

Sedative therapy now may be tried. Bar- 
biturates may be given, if they have not been 
used previously. The newer tranquilizing 
drugs often are quite effective. Estrogens 
may solve part of the nervous problem in the 
menopausal states. If sedation is partially or 
completely successful, it should be followed 
by the physician’s own brand of superficial 
psychotherapy. There should be no great 
hurry to refer these patients for formal 
psychiatric care. 


The next procedure may be to give the 
patient antibacterial therapy. If there is 
some indefinite colon dysfunction, sulfasuxi- 
dine (10 to 12 Gm., daily, for six days) is 
recommended. Otherwise, one of the “mycin” 
antibiotics can be given. We have observed 
a few patients who have responded to anti- 
bacterial therapy although an area of infec- 
tion was never proved. 


During these three procedures we may have 
unearthed other clues that were not apparent 
at first. Either at this stage, or perhaps during 
the basic diet phase, materials such as chewing 
gum, tooth paste, cosmetics, and hair dressings 
should be interdicted. Farming out the family 
poodle or other pets, or even removing the 
patient from his home environment, may be 
indicated. If after all of these measures the 
cause for the chronic urticaria still remains 
unknown, symptomatic treatment is employed. 
Antihistaminics are first on the list as to 
effectiveness, although they relieve the allergic 
better than the neurogenic type of urticaria. 
Their sedative action, however, materially 
helps in the latter group. 

Steroids, such as ACTH and cortisone 
derivatives, are not required often, but they 
may be very useful in two situations. One 
is when the patient is acutely uncomfortable, 
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the swelling is severe, and adequate response 
to other measures does not occur. The other 
occasion for steroid therapy is when the 
patient has become discouraged and feels that 
he is doomed to continued disappointment 
with every new measure. It often is helpful 
to provide two to four weeks respite in 
symptoms. 

Vasodilatation by either histamine or nico- 
tinic acid occasionally has been valuable in 
idiopathic, neurogenic, and vasomotor types 
of urticaria. Histamine (2.75 mg. histamine 
diphosphate in 250 cc. dextrose solution) may 
be given intravenously once or twice daily at 
a rate to maintain a slight flush. This therapy 
should be followed for four to seven days, and 
an oral antacid at the beginning of each in- 
travenous injection is recommended. Nico- 
tinic acid (50 to 100 mg.) may be given orally 
before meals for sometime thereafter. It is 
easier to get a vasodilating effect if the acid 
is ingested before meals. 

Although epinephrine is the treatment of 
choice for angio-edema involving the larynx 
or tongue, it only temporarily relieves chronic 
urticaria and is of little value. Occasionally, 
however, epinephrine in oil is indicated for 
an acute flare-up. 

For the treatment of chronic urticaria, 
many other measures have been tried and 
partially or completely discarded. We stopped 
using intravenous procaine years ago after 
some alarming reactions. Recently, we treated 
a group of patients with Hesper-C (a combi- 
nation of hesperidin and vitamin C), but 
results were not sufficiently encouraging to 
warrant continuation. Calcium apparently is 
of no value. Some patients are helped by 
ephedrine, particularly if combined with 
antihistaminics. Vitamin K, vitamin P, vita- 
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min C, hydrochloric acid, pancreatic extracts, 
Hapamen, Piromen, heparin, snake venom, 
Benzedrine, atropine, and other preparations 
have been advocated by a few, but have not 
been found effective by the majority of 
workers. 

Results of treatment in the 80 recent pa. 
tients in our series show that 30 patients ob. 
tained total relief, 32 partial relief, and 18 
were not helped. 


Summary 


This paper discussed chronic urticaria and 
differentiated it from acute urticaria. It 
pointed out the difficulties of etiologic di- 
agnosis in chronic urticaria, its frequent as- 
sociation with systemic disease and particular. 
ly with malignant disease such as lymphoma. 
It indicated the necessity for regarding 
chronic urticaria not as an allergic disease, 
but as a possible manifestation of other dis- 
turbances, physical or psychologic. A classifi- 
cation of causes was given. A program of man- 
agement was suggested for those cases in which 
the etiology remains obscure. The paper in- 
cluded an analysis of 80 cases of chronic 
urticaria seen in our clinic in the past two 
years. 
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Types of Headache and Their 


Treatment’ 


and many. Treatment of headache is outlined. 


THERE ARE TWO TYPES OF HEADACHE, the vas- 
cular and the nonvascular. In the latter group 
there are many different varieties, including 
those due to neoplasia, thrombi, neuralgias, 
depressed skull fractures, ocular disturbances, 
etc. In this discussion we are interested pri- 
marily, however, in those of the vascular type, 
which also may be somewhat diversified in 
nature. 

Vascular headaches are due to an increased 
amplitude of pulsation in extracranial or 
intracranial arteries. The vessels seem to be 
more than usually labile and may be affected 
by certain conditions or causes. These pre- 
cipitating causes may be diverse. On one oc- 
casion the headache may be initiated by one 
factor, while at another time some other cause 
may be associated with the onset of symptoms. 
On the other hand a combination of factors 
may be involved. Therefore headache may 
be brought on by a number of causes in the 
same individual. As an example, eyestrain 
plus emotional tension may initiate one par- 
ticular episode. Or an allergic reaction may 
be the precipitating factor. Thus, we must 
not look at the patient with headache from 
only one viewpoint, but must try to properly 
evaluate all possible aggravating mechanisms, 
which means that an “overall” appraisal of 
the person with headache is essential in order 
to obtain optimum results. 


Causes of Vascular Headaches 


Some of the causes of vascular headache are 
herewith listed; remembering that the lability 
of the vessels is affected by a number of fac- 
tors, we may divide the main causes into 
three groups: 


*Read before the Section on Allergy, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 


tFrom the Department of Medicine, Louisiana State Uni- 
versity School of Medicine, New Orleans, La. 


HENRY D. OGDEN, M.D.,+ New Orleans, La. 


The etiologic factors in vascular headaches are varied 


A. Precipitating or “Trigger.” 
B. Predisposing. 
C. Both “Trigger” and Predisposing. 

A. “Trigger’’ causes; nonspecific (fatigue, 
temperature changes, hunger, etc.), allergic 
reactions, excessive smoking, alcoholic drinks, 
mental upsets or emotional episodes, toxic 
states, vasodilator substances (histamine, al- 
cohol, nitrites, etc.). 

B. Predisposing causes; psychogenic states, 
mechanical lesions of cervical spine, unmar- 
ried state, occupation, hypertension, nasal al- 
lergy or abnormality, sex, heredity, age and 
advanced education. 

C. Both “Trigger” and Predisposing 
causes; nasal changes, stress, eye changes, sex 
tension, endocrine, and mental conditioning. 

There are undoubtedly several other causes. 
Endogenous chemical or hormonal substances 
may be involved. These may be associated 
with systemic changes such as the possible in- 
creased retention of fluid in the tissues. In 
the tissue fluids in headache there may be an 
agent or agents capable of lowering pain 
thresholds. 

A discussion in detail of all these causes 
would be time consuming. As an example, 
various endocrine factors may be constantly 
present. On the other hand the physiologic 
changes attendant to menstruation may 
initiate headache. Other causes may also be 
present, menstruation being an immediate 
precipitating factor. Premenstrual tension 
may be of great importance in female pa- 
tients. 


Mental conditioning should not be neg- 
lected. The patient may associate a chain of 
events or circumstances with the onset of 
headache and pain may appear regularly at 
these times. 
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A possible reflex mechanism will be dis- 
cussed later. 


Incidence and Relative Data 


Before discussing the types of headache and 
their treatment, a review of some of the more 
salient points in my recent statistical study 
of headache is in order.'! This study included 
4,634 persons (whether they had headaches 
or not), and the findings were transposed to 
I. B. M. cards. From this study certain con- 
clusions have been made. 

1. Recurrent headache is present in over 
60 per cent of the general population. 


2. The incidence of headache is greater 
among females, the younger adult, the un- 
married, the educated, and in the executive, 
student, and professional groups. 

3. Migraine (broadly defined) is found in 
8.6 per cent of the population.2 When it is 
more rigidly defined it is found in only 3.3 
per cent. 

4. True histamine cephalalgia is a clinical 
rarity, according to the criteria used in this 
survey. 

5. Occipital or neck pain is present in 10.1 
per cent of all persons. 

6. Headache in the frontal region is seen 
in 47.1 per cent. Among all those with head- 
ache, this variety is seen in 72.7 per cent. 

7. Nasal symptoms are often present in all 
types of headache. 

8. Clinical allergy and a familial history 
of allergy is more common among those hav- 
ing headache. 

Also, before discussing the various types of 
headache and their treatment, it should be 
emphasized that it may be difficult to define 
the syndromes of vascular headache, since 
the different types may apparently overlap 
or merge with each other. On one oc- 
casion, in the same patient, “classical mi- 
graine’” may be present, while at another 
time the same patient may have frontal head- 
ache associated with nasal symptoms. Myalgia 
may accompany all types of headache. 

Furthermore, we recognize that the in- 
tensity of the pain in headache may vary from 
time to time. The degree of pain may alter 
the amount and type of symptomatic medica- 
tion that is required for relief. 


The incidence of various headache syn- 
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dromes will definitely vary with the definition 
or description of the syndrome which is ag. 
cepted by the particular worker. For this rea. 
son figures on the incidence of various types 
of headache vary widely. 

In our original studies we set up certain 
arbitrary criteria or definitions of migraine. 
We were then able to determine the incidence 
of migraine (as we define it).? Our criteria 
were: (1) unilateral or bilateral location on 
the side of the head; (2) gastrointestinal dis. 
tress; (3) hereditary history; (4) the presence 
of prodromal symptoms; and (5) the throb. 
bing nature of the pains. 


It is quite obvious that another worker will 
differ with these particular criteria and, for 
example, may feel that the periodicity of the 
attacks is another criterion. However, taking 
into consideration the factor of individual 
interpretation, I feel that the incidence of 
migraine is generally as was given. 


We also set up certain criteria for histamine 
cephalalgia. Frankly, I was somewhat sur- 
prised to find such a low incidence. Again, it 
seems to be largely a matter of definition for | 
am convinced that many workers regard cases 
of frontal headache as cases of histamine 
cephalalgia. A very large percentage of head- 
ache sufferers have the frontal type of head- 
ache, in fact this is by far the most common 
type. We frequently see this type of headache 
in our patients. 


I have already suggested a mechanism 
which may account for this variety of head- 
ache since nasal changes or symptoms are 
common in frontal headache.* The anterior 
and posterior ethmoidal arteries enter the 
superior part of the nasal cavity. These ves- 
sels are branches of the ophthalmic artery 
which also has anterior meningeal, supra- 
orbital and frontal branches. I believe that 
the edema or pressure in the nasal mucosa 
initiates a reflex reaction which results in 
dilation of one or more of these latter vessels. 
As yet no one has disproved this theory or 
supposition. 


Tension headache has been widely discussed 
and we are all familiar with the description of 
this type of headache. However, I prefer not 
to describe a headache syndrome by merely 
naming a causative factor. Tension is un 
doubtedly a factor in all headaches. I feel that 
we have no more right to talk about tension 
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headaches than we do about smokers head- 
aches, menstrual headaches, weekend head- 
aches, etc. Tension itself may be produced by 
the fact that the patient has headaches and 
when the headaches are relieved the state of 
tension improves. After all, headaches as- 
sociated with tension are usually vascular in 
nature and fall into one of the categories 
already described. Myalgia, which accom- 
panies many vascular headaches, must also 
be considered. The factor of tension must 
never be neglected in the proper manage- 
ment of headache. My only difference seems 
to be one of definition. 


Vascular Headache 


It is possibly better for us to recognize that 
the patient has vascular headache. 1 believe 
we have used the word migraine far too often, 
since symptoms thought to be typical of 
“classical migraine” may be found in other 
types of headache. Most students of this dis- 
ease feel that in vascular headache there are 
three separate and distinct stages. 


1. Vasoconstriction. Constriction of the 
arterial walls may occur and has been demon- 
strated. Areas of the cerebral cortex may be 
affected by vasoconstriction. It is in this stage 
that the preliminary or prodromal signs called 
“aurae” occur. I will not elaborate on this 
since all are familiar with the signs and symp- 
toms which often occur in this phase of the 
attack. 


2. Vasodilation. This is the period of 
pain due to the effect of the increased ampli- 
tude of pulsation on the afferent nerve fibers 
in the portion of the vessel wall affected. 


3. Edema. In this stage the arterial walls 
are edematous and may not respond properly 
when a vasoconstrictor is given. (However, 
larger than usual doses may be effective.) 
This is the reason why medications must be 
taken promptly as soon as the patient is 
aware that headache is present. During the 
stage of edema analgesics and rest are of par- 
ticular importance. 


Treatment 


The various symptomatic medications used 
in the treatment or prevention of headache 
may now be discussed. 


(a) Narcotics are ordinarily contraindicated in re- 
current vascular headache. 
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(b) Antihistamines are definitely of help, especial- 
ly in the frontal type of headache. 

(c) Vasoconstrictor nose drops are useful at times 
when nasal symptoms are present, and should be used 


in “lateral head-low position.” Addiction to drops 
must be avoided. 


(d) Analgesics mask pain temporarily and do not 
cause vasoconstriction. These preparations merely raise 
the threshold of pain without affecting the cause. 

(e) Analgesic sedative combinations such as Fior- 
inal, which also contains caffeine, are especially useful 
in tense individuals with recurrent headaches and 
myalgia. 

(f) Vasodilators (nicotinic acid et cetera), have 
variable effects. Vasodilating ergot alkaloids have been 
shown to help certain cases of headache (especially 
the hypertensive type). 

(g) Oxygen also has variable effects. 

(h) The possible value of diuretics has not as yet 
been clarified. 

(i) Histamine is used by some. The intravenous 
use of histamine is a dramatic procedure. 

(j) Rauwolfia, or reserpine is occasionally helpful 
in cases associated with anxiety, and is of definite 
benefit in some cases of hypertensive headache. How- 
ever, it is a depressant of the sympathetic nervous 
system, and may cause nasal reactions. 

Meprobamate (Equanil and Miltown) have been 
widely used. 

(k) Vasoconstrictors. 


General vasoconstrictors such as epinephrine and 
ephedrine, have been used by some. 

Ergotamines; Gynergen, Dihydroergotamine (DHE 
45), Cafergot, et cetera when used early and in 
sufficient dosage cause constriction and relief of pain 
in most instances. An ergotamine is usually the drug 
of choice in vascular headache, especially in migraine. 

Octin is efficacious in many cases, but its possible 
hypertensive effect must be recognized. 

(1) The proper topical use of hydrocortisone, or 
one of the newer analogues (Prednisolone) may relieve 
nasal symptoms. This, then, may be helpful in those 
cases of headache associated with severe nasal symp- 
toms. 


(m) Dramamine has been reported to be helpful. 


(n) Good results have been reported in women 
after the use of testosterone, however undesirable side 
reactions may occur. Other hormones may be indicated 
in certain patients. 


(0) Sedatives. The judicious use of one of these 
drugs may help to curb tension. A combination of 
sedatives may be used. 


(p) Drugs which “dampen” the autonomic nervous 
system (such as Bellergol) may be helpful. 

There are so many medications used in 
the treatment of headache that it will be im- 
possible to discuss them all in detail. It should 
be pointed out that headache is often re- 
lieved by the use of medications, or forms of 
treatment, which thoroughly impress the pa- 
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tient with their efficacy. This is why certain 
dramatic or spectacular methods of treatment 
often give relief. 

The symptomatic treatment of headache 
must be individualized since patients vary in 
their response to medications. 

(1) Migraine. In “classical migraine” 
there is often a familial history of similar com- 
plaints. Migraine is a periodic disorder. Aurae 
are typical, as is nausea and possibly vomit- 
ing. The headache is usually throbbing in 
type and often involves the temporal vessels. 
We may often see the dilated vessels. The 
pain may be unilateral or bilateral. 

Treatment: (1) vasoconstrictors mentioned 
above; (2) nonnarcotic analgesics (especially 
in stage of edema); (3) antihistamines at 
times may help—and may also be used prophy- 
lactically; (4) others previously listed. 

(2) Headache at the vertex of the skull. 
Again since the trouble is primarily one of 
vasodilation, we should rely first or*vasocon- 
strictors. 

Treatment: (1) vasconstrictors; (2) anal- 
gesics; and (3) others previously listed. 

(3) Occipital pain may also be due to dila- 
tion of vessels in this area, or may be con- 
fused with myalgia. Therefore, the above 
medications may be used along with manage- 
ment of myalgia. 


(4) Generalized headache may be due to 
dilation of intracranial vessels and thus treat- 
ment is as outlined above. 

(5) Frontal Headache. This includes pain 
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in the frontal area on one or both sides, or 
in the eyes, bridge of the nose, or even in the 
area just beneath the eyes. It is often accom. 
panied by nasal symptoms. 


Treatment: (1) antihistamines; (2) vaso. 
constrictors as ergotamines and Octin; (3) 
analgesics; (4) nose drops in lateral head. 
low position; (5) steroid hormones may be 
used topically for a short time in selected 
cases; and (6) others previously listed. 


(6) Myalgia often accompanies vascular 
headache since the person with headache 
typically splints the muscles of his neck or 
scalp. This causes localized tenderness over 
the muscle. 

Treatment: (1) analgesics or an analgesic 
sedative caffeine mixture may be used; (2) 
heat or lying in a tub of hot water or using 
an electric pad may help—some may recon- 
mend diathermy. Massage may help. 


(7) Hypertensive headaches. General 
medical management with reduction in blood 
pressure may result in a decrease in headache. 

(8) Histamine cephalalgia. I feel this 
condition is rare. It may be helped by the 
injection of one of the ergotamines (DHE 45). 


Table 1 summarizes the treatment of vari- 
ous types of headache. 


At this point it should be emphasized that 
personality patterns must be considered in 
the proper management of headache. We are 
all familiar with the perfectionist type of in- 
dividual who has headaches. Furthermore, we 
all know that the individual with headache 


TABLE 1 
PREFERRED SYMPTOMATIC TREATMENT OF HEADACHE 


HEADACHES 
Vascular Headaches 
Migraine 
Occipital headache 

(not myalgia) 
Generalized 

headache 


Vasoconstrictors 
Vasoconstrictors 


Vasoconstrictors 


Frontal headache Antihistamines 


Histamine 
cephalalgia 


DHE 45 

Myalgia Nonnarcotic 
analgesics 

Combination Headache 

(Vascular plus 
Myalgia) 


Vasoconstrictors 
plus nonnarcotic 
analgesics 


Nonnarcotic 
analgesics 
Nonnarcotic 
analgesics 
Nonnarcotic 
analgesics 


Antihistamines 
Antihistamines 


Antihistamines 
Nonnarcotic 


analgesics and 
nose drops 


Vasoconstrictors 


Heat and massage 


Heat and massage Antihistamines 


*Columns 1, 2 and $ indicate first, second and third choice of treatment. 
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is quite likely to have certain emotional prob- 
lems which either help to cause his headaches, 
or are the results of the headaches. Psycho- 
analvsts feel that hostility may be a factor. 
This hostility may be recognized or un- 
recognized. 

The importance of allergy as a cause of 
headache is obvious to most of us, and I have 
repeatedly emphasized the importance of in- 
halant sensitizations, especially in the frontal 
type of headache. Food allergy has been 
shown to be of definite importance in many 
cases. Therefore one must frequently con- 
sider the problem of allergy in headache. 

The examination of the patient with head- 
ache must be thorough because of the pos- 
sible importance of other factors such as eye, 
or ear, nose and throat abnormalities. A com- 
plete medical approach to the problem must 
include general medical, orthopedic and even 
dental examinations. Therefore the integrated 
type of approach is to be recommended. 


Conclusions 


Various types of vascular headache and 
their treatment are described. These head- 
aches may be hard to define, the important 
point to remember is that the headache is 
due to dilation or increased amplitude of 
pulsation of the arterial walls. 


The frontal type of headache is by far the 
most frequent variety. 


The headache problem has many facets. 
One cannot emphasize one aspect of the prob- 
lem to the neglect of other possible causative 
mechanisms. The approach therefore should 
be broad in scope, and all factors should be 
recognized and properly managed. 
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Discussion (Abstract) 


Dr. J. W. H. Rouse, San Antonio, Tex. This paper 
summarizes the findings of an exhaustive piece of work 
accomplished over a number of years by a man who 
has been devoted to the subject of headaches. His 
book, “Your Headache,” which is just off the press 
is written primarily for the public. It explains in a 
simple and interesting manner those findings which 


were developed in the paper which you have just 
heard. 
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Our findings from a statistical standpoint vary to 
some extent from those of the author due to the fact 
that we limit our work entirely to allergy. We insist 
that all individuals coming to us for headaches 
per se should first be examined by a competent in- 
ternist to rule out, as far as possible, causes of the 
individual’s headaches other than allergy. Consider- 
ing, then, that the large majority of patients we see 
who suffer with recurrent headaches are allergic, we 
would expect our incidents of allergic reactions as a 
cause of their headaches to be high (85 per cent). 


We find the most important causes of headaches 
of this type to be due to food. Those foods most 
often responsible for symptoms in order of their im- 
portance are milk, chocolate, pork, wheat, beer, and 
coffee. One or more of these foods account for fully 
90 per cent of headaches caused by foods. The second 
most important cause, as we find it, is house dust, 
followed by other inhalants such as pollen, odors, and 
gases (e. g., tobacco smoke). The inhalants, of course, 
trigger the same mechanism so adequately described 
by Dr. Ogden, namely, the effect upon the nasal 
mucosa resulting in reflex stimulation of the sym- 
pathetic nerves to the vessels. It is most important 
that we keep in mind that seldom one cause is re- 
sponsible for the over-all symptomatology. 

I must agree with Dr. Ogden that in our experience 
histamine cephalalgia is extremely rare; however, we 
have successfully employed histamine desensitization in 
a number of cases of vascular headache. We have 
used the daily intramuscular injection of varying 
strength of histamine in the treatment of approxi- 
mately 20 per cent of our allergic headaches with 
continued relief in no more than 50 per cent of these 
cases. Intravenous histamine has long been discarded 
because of its impracticability. This method requires 
considerable time, added personnel, frequent hospitali- 
zation, and added expense to the patient. Moreover, 
the results of this method are not appreciably greater 
to merit the increased effort. As to the treatment of 
headaches of the vascular type, I would like to stress 
the statement made by Dr. Ogden that early treat- 
ment is most essential. After edema of the muscular 
wall of the vessel has taken place, it is extremely hard 
to relieve the pain caused by this congestion. Among 
the many medications mentioned in this paper, I 
could only add the use of intravenous 50 per cent 
glucose along with intravenous antihistamine to pro- 
duce hypertonicity and promote a better osmotic ex- 
change from the vessel wall into the blood, thereby 
reducing the edema. The antihistamine most frequent- 
ly employed by us is Benadryl given for two reasons: 
(1) to reduce the nerve irritability, and (2) to neu- 
tralize the effect of the circulating antigen. 

I am in complete accord with Dr. Ogden in his ex- 
planation of the so-called tension or psychosomatic 
headaches. I feel that there is always a cause that can 
be demonstrated other than neurosis and tension, if 
one searches diligently enough for these causes. Cer- 
tainly the secondary nervous and muscular symptoms 
are a result of the headache, and not a cause. I am 
sure there are cases the psychoanalysts could con- 
vincingly demonstrate as functional, but I have yet to 
find one in my practice. Where nervous tension is 
an obvious contributory symptom, we have found the 
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use of Equanil or Miltown in minimal doses to be of 
definite value in calming the individual; and, I am 
certain that in some cases it effectively reduces the 
frequency of recurrence of headaches. 

May I congratulate Dr. Ogden on his excellent work. 

Dr. Ray M. Balyeat, Oklahoma City, Okla. 1 want 
to compliment Dr. Ogden on the wonderful paper 
that he has presented. I have seen quite a number 
of headaches during my lifetime. I see a moderate 
number of histamine cephalalgias, but they are cer- 
tainly few and far between, that is, if my criteria of 
histamine cephalalgia are correct. 


I want to ask Dr. Ogden about his use of Gynergen. 
For many years I used it and did not get good results 
because I did not give it early enough. Then I began 
to teach patients with headaches, with true migraine, 
to give their own Gynergen hypodermatically; then 
they would really give it when it should be given. 
I have never seen any bad result from it so far as I 
can tell. I would like to ask Dr. Ogden if he has 
noticed any bad results from its use. ¥ 


Dr. Cecil M. Kohn, Kansas City, Mo. I have a 
rather interesting case of migraine that I have been 
able to study for some twenty years now. It happens 
to be my wife. Before we were married she worked 
for me and we have gone through a cycle of about 
every type of therapy that one sees in print today. 

Some ten years ago I started her on Gynergen. We 
first tried the DHE 45, which did not work, and 
followed with the regular Gynergen. Fortunately, I 
have been able to keep it down to the 0.5 cc. dosage. 
From the standpoint of the amount used, I think 
you would be interested to know that she takes an 
injection of Gynergen every day. I am in agreement 
with Bayard Horton who has made a similar obser- 
vation as I have on the use of Gynergen in such pa- 
tients that it is not habit-forming but it seems that 
the headaches become cyclic, depending upon the 
length of time that the ergotamine acts. In other 
words, they run anywhere from an 18 to a 24 hour 
cycle. When the Gynergen wears off, the headache 
comes back to require the drug again. 

In the beginning, her headaches appeared perhaps 
at five day intervals; in the past five years there has 
been a daily headache requiring a 0.5 cc. dosage of 
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Gynergen each day without ill effects and with Telief 
of the headache. 


Dr. Ogden (Closing). Again I would like to em. 
phasize that inhalant factors in headache must not 
be neglected. Some workers state that food sensitiza. 
tion is the most frequent cause of allergic headaches, 
I agree with Dr. Rouse that allergy to house dust js 
very important and is a frequent cause of headache, 
However, we cannot neglect allergy to other inhalant 
substances which may also be a direct cause of the 
patient’s symptoms. 


I would like to thank Dr. Rouse for his excellent 
discussion, and I would also like to thank the other 
discussants. 

It is obvious that the problem of edema in the 
vessel walls is of distinct importance. Further studies 
along this line, will undoubtedly be done in the 
future. I have not myself used hypertonic solutions 
intravenously in cases of headache of long duration. 


In response to Dr. Balyeat’s remarks, I would also 
like to state that I have seen no untoward results after 
the use of the ergotamines, in those patients in whom 
there was no contraindication. We must remember 
that they should not be used in some individuals. In 
my book “Your Headache,” I describe the dosages 
and contraindications of these drugs in some detail. 


In response to Dr. Cecil Kohn, it is well-known 
that ergotamines have occasionally been used far in 
excess of the suggested dosages with no ill effects. 
There have been cases reported in the literature of 
patients who took ergotamines far more frequently 
than is recommended without toxic effects. We must 
remember that all ergot preparations have a cumu- 
lative effect, and therefore even the remote possibility 
of ergotism must be guarded against. The manufac- 
turers are extremely cautious in warning us against 
their excessive use. 


Vasoconstrictors may exhibit a “rebound mecha- 
nism,” this is especially seen after the use of nose drops. 
This reaction may occur when the vasoconstrictor is 
used at frequent regular intervals. It has been sus- 
pected that in isolated cases recurrent headaches are 
associated with the excessive use of the ergotamines. 
However, this is very uncommon and possibly may 
be due to other factors. 
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Poisoning of Children: A Progress Report from 


the Louisville Poisoning Control Program* 


EUGENE E. TAYLOR, M.D.,t and WILLIAM C. ADAMS, M.D., Louisville, Ky. 


Here is a paper which should be read by every physician 


who plays the role of family doctor. 


THE CONTINUING REDUCTION in deaths due to 
the various infectious diseases has permitted 
the attention of the physician and public 
health worker to be focused upon the prob- 
lem of accident prevention and control. In 
1952, one important type of accident,—acci- 
dental poisoning of children,—was attacked in 
Chicago in a pilot program instituted un- 
der the auspices of the American Academy 
of Pediatrics and interested cooperating 
agencies. This program was perhaps the 
first in this field to combine emergency treat- 
ment and consultation with epidemiologic 
analysis and preventive effort. 


The Academy has encouraged the develop- 
ment of similar control plans in several other 
cities. A Poisoning Control Center was de- 
veloped in Louisville in the fall of 1954, 
through a cooperative arrangement between 
the Department of Pediatrics of the Univer- 
sity of Louisville School of Medicine, and the 
Louisville and Jefferson County Department 
of Public Health, the Center being under 
the immediate direction of the Coordinator 
(W. C. A.). This report will discuss epi- 
demiologic information available on the first 
100 consecutive cases (exclusive of private 
physicians’ cases) seen during 1955 at the 
Louisville General Hospital and Louisville 
Children’s Hospital. It is hoped that this 
data may be of interest for comparison with 
similar data from other areas. 


Today there are thousands of different, 
potentially toxic products in American homes, 
and their number is probably increasing. Any 
one may confront the physician with the 


*From the Louisville and Jefferson County Department of 
Public Health, and the Department of Pediatrics, University 
of Louisville School of Medicine, Louisville, Ky. 


tNew address, 9607 Armistead Road, Silver Springs, Md. 


problem of identification and appropriate 
therapy. The physician must have readily 
available a source of specialized information, 
and the Poisoning Control Center is designed 
to meet this need. The Coordinator or an 
assistant is available 24 hours a day to con- 
sult by telephone with any physician. A spe- 
cialized reference library has been accumu- 
lated including manuals on the chemical 
composition of trade name products.* 

The physician responsible for the emer- 
gency care of the patient completes a pre- 
liminary medical report which is sent to the 
Coordinator for editing. The medical report 
is then forwarded to the Department of Pub- 
lic Health. The district public health nurse 
visits the home and completes a follow-up 
form, except in cases where the attending 
physician refuses this service. The nurse’s ob- 
jective is to reconstruct the situation in which 
the accident occurred. She also tries to help 
the parent find corrective measures which 
will prevent recurrence of the same or other 
type of accident. The medical and follow-up 
report forms are essentially the same as those 
used in the Chicago program and described 
previously.1 

The 100 cases reported do not indicate the 
full extent of the local problem since cases 
treated in physicians’ offices and other hos- 
pitals are not included. Morbidity rates can- 


*The following have been among the most useful references 
in the experience of this Center: (1) Accidental Poisoning in 
Childhood. Am. Acad. Ped., 1956. (2) Langford, G. S.: 
Entoma. Am, Assoc. Economic Entomologists, 1953-54. (3) 
Merck Index. Rahway, N. J.: Chemical Division, Merck and 
Co., Inc., 6th Ed., 1952. (4) McCutcheon, J. W.: Synthetic 
Detergents Up-to-date, 475 Fifth Ave., New York City: John 
W. McCutcheon, Inc., 1955. (5) Pesticide Official Publication. 
College Park, Md.: Assoc. Amer. Pesticide Control Officials, 
Inc., 1955. (6) Dreisbach, R. H.: Handbook of Poisons. Los 
Altos, Calif.: Lange Medical Publications, 1955. (7) Yaffe, 
C. D.: Trade Names Index. 1014 Broadway, Cincinnati, Ohio: 
Amer. Conf. Govt. Hygienists, 1955. 
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not be computed since the population from 
which patients are selected cannot be esti- 
mated. Data presented consist of tabulations 
of the relative frequencies and various char- 
acteristics of cases. Pitfalls in generalizing 
from such data must be kept in mind. 


Findings 


Table 1 presents an analysis of the 100 
cases according to the agent ingested. Four 
general types of agent, cleaning agents, medi- 
cations, petroleum distillates, and pesticides 
accounted for 89 per cent of the cases. More 
specifically, bleach, kerosene, _ salicylates, 


rodenticides and insecticides contributed 60 
per cent of the cases. Altogether, 28 different 
types of agent were involved. 

Fifty-eight patients were white and 42 were 
Negro. While we do not have accurate data 
on the racial distribution of all families using 
the two hospitals, approximately one-half of 


TABLE 1 


AGENTS INVOLVED IN 100 CASES OF ACCIDENTAL 
POISONING, LOUISVILLE, KY. 


Poisonous Agent Number and Per Cent 
Medications 22 

Salicylates (Aspirin 7, Oil of 

Wintergreen 5) 

Laxatives 

Iron 

Ergot 

Caffeine 

Gentian violet 

“Toothache drops” 


Cleaning, Sanitizing Agents 
Bleach 
Furniture polish 
Lye 
Ammonia 
Detergent concentrate 
Toilet bowl deodorant 


Pesticides 
Rodenticides 
Insecticides 

Petroleum Distillates 
Kerosene 
Fuel oil 
Lighter fluid 
Gasoline 

Painting Supplies 
Turpentine 
Paint thinner 
Wood stain 
Paint 

Miscellaneous 
Skin bleaching cream 
“Soldering solution” 
Ink 

Unknown 


Total 
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TABLE 2 


AGE OF PATIENT IN 100 CASES OF 
ACCIDENTAL POISONING 


Age Category Number and Per Cen 
Less than 12 months 
2 through 23 months 
through 35 months 
through 47 months 
48 through 59 months 
More than 60 months 


Total 


TABLE 3 


PERSON IN CHARGE OF CHILD AT TIME OF 
ACCIDENTAL POISONING—100 CASES 


Number and Per Cent 
Parent 
Grandparent 
Brother or sister 
Other 


Total 


all inpatients at the Louisville General Hos- 
pital are white and one-half Negro. No 
marked differences in susceptibility to acci- 
dental poisoning suggest themselves as be. 
tween racial groups of the same economic 
status. Fifty-six patients were male and 44 
were female. A more marked predominance 
among males had been expected. 


Table 2 again emphasizes the striking age 
distribution of accidental poisoning. This has 
been pointed out repeatedly and is clearly 
evident in the nationwide figures on acci- 
dental deaths.*:+ Three-fourths of all cases 
occurred during the “toddler” or “run-about” 
stage, 54 per cent during the second year of 
life and 22 per cent during the third year 
of life. Very few cases occurred during the 
first or after the fourth year of life. This 
age distribution is in marked contrast to the 
persistently high incidence, at all ages, for 
the combined total of all types of accidents. 

Table 3 suggests that these accidents oc 
curred under circumstances of supervision 
that would be considered normal in our cul- 
ture. In 85 per cent of the cases the child 
was under the supervision of a parent. Thus, 
these were not homes where economic oF 
marital problems had forced the mother to 
work, leaving the children without adequate 
supervision. 

The nurse’s notes reveal that in at least 9 
cases the parent or other person in charge 
had turned away from the child only mo 


> 
100% 
26 
16 
5 
2 
1 
19 
10 
9 
22 
13 
5 
3 
6 
3 
1 
3 
1 
1 
1 
2 
— 100% 


Ru 
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mentarily. One mother had stopped in her 
work to read a letter, and during the moment 
her attention was diverted, her 13 months 
old son drank bleach. On the other hand, 
in at least 42 instances, the person in charge 
was not in the same room with the child 
when the accident occurred, or one or the 
other had gone out of the house. 

Table 4 shows the location of the poison 
when it was found by the child. All the lo- 
cations must be considered to have been 
“accessible.” But in order to appraise possi- 
bilities for prevention, the nature of the ac- 
cessible location must be described in more 
detail. In over one-fourth of the cases, the 
agent was in its permanent location. Some 
of these locations were: refrigerator, bedroom 
dresser, kitchen table, and under the kitchen 
sink. 

We are left with a large group (comprising 
62 per cent of the series) in which the poison 
was obtained in other than its usual storage 
location. These locations can be further classi- 
fied as follows: (1) In one group, 30 per cent 
of the total, the poisonous substance was in 
the process of being used by an adult, and 
had been set down only momentarily in an 
accessible location. (2) In a second group, 
23 per cent of the total, the poisonous sub- 
stance had been taken from its storage loca- 
tion by an older person, used, set down in 
an accessible location and apparently forgot- 
ten. (3) In 9 cases, children ate pesticides 
which were in use on the floor, in a dish or 
on an article of food. The single death in 
our series fell in this group. 

Finally, in 10 cases, the location of the 
agent could not readily be classified into the 
above types of categories. For example, one 
mother handed her child rat poison from her 
shopping bag instead of the candy she had 
meant to give him. Another child obtained 


TABLE 4 


LOCATION OF POISON WHEN FOUND BY CHILD 
IN 100 CASES OF ACCIDENTAL POISONING 


Location Number and Per Cent 
In usual, permanent location for storage 28 
Out of usual location for storage 62 

In use 30 

Not replaced after use 23 

Pesticides left on floor as bait 9 
Other 10 
Total 100% 
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TABLE 5 


ne oe OF THE CONTAINER IN WHICH 
OISON WAS FOUND IN 100 CASES OF 
ACCIDENTAL POISONING 


Type Number and Per Cent 

Original container 53 
Warning on label 26 
No warning on label 27 

Not the original container 

Unknown 


nm ot 


Total 100% 


lye from a container which had been dis- 
carded in the garbage can. 

Table 5 shows the type of container from 
which the poison was obtained. In over one- 
half of the cases the poison was in its original 
container. In 26 per cent, this original con- 
tainer had a warning on the label, while in 
27 per cent there was no definite warning. 
Agents relatively adequately labeled included 
insecticides, liniments containing oil of win- 
tergreen, one brand of candy flavored laxa- 
tive, and lye. Those inadequately labeled 
included medicines supplied on a physician’s 
prescription, aspirin, and household sub- 
stances never intended for ingestion, such as 
furniture polish. 

In 45 per cent of all cases the poison was 
not in its original container. In at least 17 
per cent it had been left in a container from 
which a child might normally eat or drink. 
For example, one child drank from its own 
cup into which its mother had just poured 
bleach to loan to a neighbor. A 16 month 
old boy drank from a soft drink bottle into 
which kerosene had been poured for use in 
starting a fire. A 23 month old girl and her 
three and one-half year old brother ate rat 
poison from a mayonnaise jar top which they 
found on the floor and with which they had 
been playing the day before. 

Nurses’ records reveal that two other fac- 
tors form a part of the etiologic complex in 
a significant minority of cases. In at least 12 
cases an older child took part in the chain 
of events that led to the poisoning, usually 
by moving the poison from its usual location 
to one more readily available to the younger 
child. 


Finally, in at least 7 cases the victim was 
visiting in some home other than his own 
when he found the poison, for example, his 
grandparents’ or a neighbor’s home. Viewed 
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in epidemiologic terms, it is likely that the 
person in charge of the environment was 
relatively unaware of its hazards because of 
the usual absence of susceptible hosts. In one 
case, a grandfather spread rat poison on a 
piece of bread, placed it behind the kitchen 
stove and forgot about it. A day or so later, 
his 14 month old grandson visited, found 
and ate the bread, and died of phosphorus 
poisoning. 


Discussion 


That accidents constitute a major public 
health problem cannot be questioned. In 
1953, in the United States, accidents ranked 
fourth as a cause of death among all ages 
combined, and were the leading cause of 
death among persons of age 1 to 35. Solid 
or liquid poisons were the tenth most fre- 
quent cause of accidental death among all 
ages combined, and the fifth most frequent 
cause of accidental death among children 
under five years of age.* Facts such as these 
make it indefensible to think of accidents 
as chance events over which there can be 
no control. Yet it seems likely that this at- 
titude is prevalent and accounts for an im- 
portant part of the difficulties of control. 
For example, the mother of a child who 
had swallowed several aspirin tablets told 
the public health nurse, “This was an acci- 
dent and won’t happen again.” She seemed 
unreceptive to the suggestion of locating the 
bottle in a less accessible place. In contrast 
to this attitude, the justification for attempts 
at accident control is a belief that most such 
events are not really due to chance, but in- 
stead are the result of a pattern of multiple 
causes which can be identified by epidemio- 
logic study and modified by appropriate ac- 
tion. 


What are the practical implications of the 
data presented? Despite statistical limitations 
already acknowledged, the data suggest cer- 
tain preventive measures, mainly educational, 
that merit consideration, and which are in 
general agreement with recommendations 
emerging from earlier reports. 


The information in table 1 strongly sug- 
gests that an effective educational campaign 
about the danger of pesticides, kerosene, 
bleaches and salicylates would be a major 
service to low income Louisville families. The 
number of cases of kerosene poisoning again 
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emphasizes the continuing importance of this 
agent in the southern U. S., in contrast to 
its decreasing role in other areas.*© The mul. 
tiplicity of agents accounting for a few cases 
each, implies that parents must also be jp. 
formed of the dangers inherent in the large 
number of other items in the home that are 
of great usefulness, but are potentially toxic. 
This also emphasizes the value of regional 
poisoning control centers with consultants 
easily available to help the practicing phy. 
sician. Despite the increasing volume of pub- 
lished reference material, the identification of 
the agent remains a difficult task, particularly 
when a trade name product is involved. _ 


In regard to packaging and labeling of the 
agent, the question of concern is whether 
or not parents are effectively warned of the 
necessity for careful handling of a product, 
and whether the container facilitates or im- 
pedes the child in eating or drinking the 
agent. One group of agents were usually in 
their original container, and there was a 
warning on the label. The insecticide group 
was a typical example. Warning labels can 
probably be improved, but in general other 
preventive measures should be sought for 
these cases. 


A second group of agents were in their 
original containers, but these bore no warn- 
ing. Examples were aspirin, a physicians’ pre- 
scription, furniture polish and paint. The 
Food and Drug Administration has already 
taken the commendable action of requiring 
that all aspirin containers must bear a warn- 
ing label.? The question is also being raised 
as to whether it would not be desirable in 
many instances to allow pharmacists to print 
the name of the drug on the label, when 
they fill a physician’s prescription.’ And it 
would certainly be desirable for more house- 
hold materials, e.g., furniture polish, to have 
some type of warning label with adequate 
information about the chemical composition 
of the product. 


A third group of agents were not in their 
original containers, and hence there was no 
continuing stimulus to warn adults of the 
danger. Moreover, these agents were com- 
monly in containers small enough to be easily 
handled by a small child, and of a type that 
might stimulate him to want to drink, eg. 
a drinking glass, milk bottle, or soft drink 
bottle. Parents should be warned that an 
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appreciable number of accidental poisonings 
occur in this way. Arena has made the sug- 
gestion that all original containers in which 
kerosene is sold should have a warning label 
stating that the contents “. . . should never 
be put in beverage bottles, glasses or cups 
or left in unlabeled containers.”5 

Also among agents not in their original 
containers were the pesticides in use on the 
floor, particularly rodenticides. The use of 
other means of pest control in private homes 
should be encouraged. When these agents are 
necessary, they should be used with great 
care, and the less toxic products should be 
chosen. 

In regard to the environment, the easiest 
preventive measure to teach is to make the 
permanent location of household poisons less 
accessible. Not every potential poison can be 
made completely inaccessible, and the degree 
of precaution advised will depend on the 
potency of the agent. 

It will be much more difficult to devise 
preventive measures for those accidents where 
the agent was in use when ingested, or had 
been forgotten in an accessible location. 
Poisonous materials should either be under 
rather constant surveillance when in use, or 
toddlers should be isolated from the work 
area. 

A certain number of accidental poisonings 
result because the action of an older child 
has made the agent available to the pre- 
school child. Though education must be di- 
rected primarily at the parents, some should 
be aimed at the older child. 


The child’s own home is the most impor- 
tant environment to make safe for him, and 
when he is outside this protected area it is 
his parents’ primary responsibility to give 
what protection his individual susceptibility 
requires. But all homes where a preschool 
child will occasionally visit, should be sur- 
veyed by the occupant for poisoning hazards 
that can be corrected. 

Dietrich® has stressed the point that, where- 
as the infant needs almost complete protec- 
tion from accidents, the first-grader must be 
able to handle considerable independence 
with safety. In the later preschool life the 
child should have increasing doses of edu- 
cation and decreasing doses of protection. 
Poisoning control efforts face an obstacle in 
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that the child cannot safely acquire practical 
experience with poisons, as he can with the 
unpleasant aspects of falls, hot objects and 
water. 


Despite this obstacle, accidental poisoning 
should be easier to control than many other 
types of accident, because of the striking 
characteristics of one host factor, namely, 
age distribution. Accidental poisoning has its 
peak incidence in the second year of life. The 
child is susceptible to a lesser but still im- 
portant degree during the first, third, and 
fourth years of life. In later childhood the 
incidence falls to a very low level. In adoles- 
cence and adult life the number of poisoning 
deaths classified as accidental rises again, but 
most of these are probably the result of suici- 
dal intent. 


Thus, accidental poisoning can largely be 
prevented, if for a rather brief period in a 
child’s life, he is isolated from poisons. The 
data on supervision of the child, while not 
recorded uniformly, does show that in a large 
number of our cases the parent was not in 
the room with the child when the accident 
occurred. The lesson to be learned here is 
not that the parent must keep the preschool 
child under constant observation. This would 
not be possible or desirable. As shown by a 
few of our cases, a poison can be ingested 
during a few seconds lapse in attention on 
the part of the parent. But certainly the 
child who is one to three years old needs 
more surveillance than in later years, and 
possibly more than during his first year. When 
he is not under direct observation he often 
can be isolated from poisons by various means 
that limit the range of his activities, e.g., fold- 
ing gates across doors. The brief period of 
maximal susceptibility, into which these pro- 
tective measures can be concentrated, means 
that they are within the realm of possibility. 

Anticipatory guidance of parents is of major 
importance. Physicians and nurses taking part 
in well-baby care are in an ideal position 
for such an educational effort. An educa- 
tional campaign with the help of the press 
and other mass media should also be of ma- 
terial benefit. 


Summary 


One hundred cases of accidental ingestion 
of poisons by children were investigated dur- 
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ing 1955 by the Louisville Poisoning Control 
Center. 

Four general types of agents, cleaning 
agents, medications, petroleum distillates and 
pesticides accounted for almost 90 per cent 
of the cases. Altogether, 28 different agents 
were involved in the 100 cases. 

Factors which appeared to have contributed 
to the occurrence of poisoning included: 

Agent was permanently located in an ac- 
cessible place. 

Agent was obtained while being used by 
another person. 

Agent had been used and then forgotten 
in an accessible place, rather than returned 
to its permanent location. 

Agent was a pesticide in use on the floor. 

Agent had no warning label. 

Agent had been removed from its original 
container and placed in a container that could 
be easily handled by a child and would likely 
be associated with eating or drinking. 

The actions of an older child contributed 
to the accident. 

The victim was away from his home en- 
vironment. 

In 85 per cent of the cases the child was 
under the supervision of a parent at the time 
of the accident. However, in at least 41 per 
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cent, the parent and child were not in the 
same room. 


Three-fourths of the cases occurred to chil. 
dren in their second or third year of life. This 
striking age distribution should make it pos. 
sible to achieve control of accidental poison- 
ing. Such accidents can largely be prevented, 
if for a rather brief period in a child’s life 
he is isolated from poisons. Anticipatory 
guidance of parents is recommended. 
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Slipped Capital Femoral Epiphysis: 


LESLIE C. MEYER, M.D., FRANK H. STELLING, M.D., and 
FREDERICK WIESE, M.D.,t Greenville, S. C. 


Here is a discussion of the indications for treatment and the 


results in a lesion which is relatively rare. 


EveRY CASE OF UNRECOGNIZED AND UNTREATED 
SLIPPED UPPER FEMORAL EPIPHYSIS will result in 
a crippling disability of the hip. Early recogni- 
tion and treatment in the preslipping stage by 
simple internal fixation will produce a high 
percentage of normal hips. It should be the 
aim of every orthopedic surgeon to convey to 
his colleagues the importance of recognizing 
the early symptoms of this condition. All too 
frequently these children are treated for rheu- 
matism, growing pains or arthritis, thus con- 
verting a relatively simple condition into a 
complex one. Every preadolescent and ado- 
lescent child with complaints referable to the 
hip, thigh or knee must be considered to have 
a slipping of the upper femoral epiphysis un- 
til proven otherwise. Many cases of malum 
coxae senilis can well be traced to an unrecog- 
nized slipped upper femoral epiphysis (Fig. 
1). Once this stage of disability is reached, re- 
construction becomes a major, difficult prob- 
lem requiring an arthroplasty or an arth- 
rodesis. 


At the present time the majority of these 
hips are presented with slipping of the epi- 
physes beyond the point where satisfactory 
nailing in situ can be carried out. It is hoped 
that with an adequate informative program 
directed to the general practitioner and pedia- 
trician more of these cases can be treated 
early. However, until this goal is reached our 
problem must necessarily be one of recon- 
struction of those hips with more advanced 
slipping. 

Clinical Material 


It is the purpose of this paper to review all 
of the cases from the Shriners’ Hospital for 
Crippled Children at Greenville, South Caro- 
lina, a crippled childrens’ clinic and a private 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Forty-Ninth Annual 
Meeting, Houston, Tex., November 14-17, 1955. 


Fwy al Shriners’ Hospital for Crippled Children, Green- 


B. B., a 47 year old, white woman with severe pain in both 
hips. History of vague pain and stiffness at age 11. Treat- 
ment consisted of bedrest for one year and osteopathic treat- 
ment for two years. 


practice of orthopedics during a 15 year pe- 
riod. Those cases with inadequate follow-up 
and those seen late have not been included. 


It can be seen from table | that this group 
of patients compares quite favorably with 
other similar reports of slipped upper femoral 
epiphysis in the literature. 

Two patients with epiphyseal coxa valga 
were encountered in this series (Figs. 2 and 3). 
These are uncommon but should be recog- 
nized easily by clinical examination and ade- 
quate roentgenograms. Finch and Roberts! re- 


TABLE 1 
Total number of patients 47 
Total number of hips 54 
Number of bilateral cases 7 
Left hip 33 
Right hip 21 
White 30 
Colored 17 
Average age 12.7 years 
Average follow-up 4.1 years 
Minimum 1 year 
Maximum vears 
Epiphyseal coxa valga 2 
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FIG. 2 


E. S., a 13 year old, white girl with symptoms of pain and 
stiffness in left hip 4 weeks after stepping in a hole. Treated 
by manipulation and well leg traction. 


ported two cases in 1946. One of their cases 
treated by manipulation resulted in failure. 
The other treated by traction alone ended in 
a good result. Of the two cases in our series, 
one was treated by manipulation and well leg 
traction. The other was treated by nonweight 
bearing on crutches. Each of these cases ended 
in a relatively good result although both 
showed some limitation of internal rotation 
on their follow-up studies. 

The prevalence of involvement of the left 
hip is not peculiar to this series of cases. Cleve- 
land and associates? reported involvement of 
25 left hips and 16 right hips in his series. 
Brogden® reviewed 67 cases and found that the 
left hip was involved almost twice as often as 
the right. No real explanation has been found 
for this, however, it seems unusual for this pre- 


FIG. 3 


E. S. 18 months after treatment. Hip has some limitation of 
internal rotation. 
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ponderance of involvement of the left hip to 
be so consistent. 


Results of Treatment 


Methods of treatment have been numerous, 
Table 2 indicates the various types of initia] 
treatment and the end results. Results of 
treatment were classified as good, fair, or poor 
on the basis of gait, range of motion, pain, fa. 
tigue and x-ray findings. The following clas- 
sification has been formulated: 

Good. No limp; normal motion; no pain 
or fatigue with prolonged walking; x-ray films 
show normal joint space. 

Fair. Some limp; definite limitation of in. 
ternal rotation to neutral, and some limita- 
tion of motion in all other directions; pain 
and fatigue on excessive walking; X-Tay 
changes show some narrowing of the joint and 
some actual incongruity of the head and 
acetabulum. 


Poor. Severe limp; extensive limitation of 
motion in all directions; painful gait; x-ray 
studies show extreme narrowing of joint with 
traumatic arthritis and/or aseptic necrosis. 


It was felt inadvisable to attempt any more 
elaborate system of study of the end results in 
this series of cases. This decision was based 
upon the longer follow-up period in the non- 
weight bearing group. It was found that even 
a fair hip in this classification could be ex- 
pected to go on to a disabling traumatic arth- 
ritis after a period of ten or fifteen years. 

An examination of table 2 will reveal that 


early detection of the slipping epiphysis and 
nailing in situ is by far the best method of 


TABLE 2 
Total 
Number Result 
Type Treatment Hips Good Fair Poor 
Nonweight bearing 15 2 5 8 
Cuneiform osteotomy 14 7 0 7 
Nailing in situ 7 6 0 1 
Manipulation and internal 
fixation 4 0 1 3 
Manipulation and external 
fixation 4 0 3 1 
Skeletal traction 2 0 0 2 


Separation of head through 

epiphyseal line— 

internal fixation 3 3 0 0 
Acute slipping with 


manipulation and nailing 1 1 0 0 
Subtrochanteric osteotomy 2 1 1 0 
Hip fusion (primary) 1 1 0 0 
Insertion prosthesis (primary) 1 0 1 0 
Total 54 21 11 2 
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B. W., a 12 year old, colored boy with advanced slipping. 
Symptoms present for an indefinite period of time but he 
complained of pain for over a year. Note narrowing of 
joint space with reaction between anterior neck and ace- 
tabular margin on lateral view. 


obtaining satisfactory results. The nonweight 
bearing program using either an ischial weight 
bearing caliper, or a shoe elevation on the 
good side with crutches has not proved suc- 
cessful. Manipulation with either internal or 
external fixation may be expected to give con- 
sistently poor results and substantiates the 
findings in all available surveys of the litera- 
ture. Manipulation is indicated only when it 
is definitely known that slipping is acute, and 
then it is probably best to do it with the cap- 
sule opened under direct visualization fol- 
lowed by careful nailing. 

Little experience in this series of cases is 
available as far as subtrochanteric osteotomy 
is concerned. The North Carolina Orthopaedic 
Hospital in Gastonia* has reported the use of 
this procedure as being preferable to all others 
for cases of advanced slipping in which the 
head is united in malposition. Even though 


FIG. 5 


B. W. A. P. views of both hips. Note relative narrowing of 
joint space on the involved side. 
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B. W. Cuneiform osteotomy postoperatively showing satis- 
factory position and adequate restoration of head to ace- 
tabulum relationship. Note narrowing of the joint space. 


this procedure might well correct the deform- 
ity of the neck, it does not completely correct 
the incongruity which exists between the head 
and the acetabulum, and this may be expected 
to cause a considerable amount of traumatic 
arthritis which will eventually result in poor 
hip function. 


Traumatic changes in the joint are unques- 
tionably caused by the incongruity of the head 
with the acetabulum and probably also en- 
hanced by the reactive bony excrescence 
which forms on the anterior surface of the 
neck. The length of time which a patient 
bears weight on these incongruous surfaces is 
also an important factor. The success of any 


FIG. 7 


B. W., 18 months postoperative. Further reaction about the 
margin of the acetabulum; narrowing of the joint space with 
degenerative changes of the head. A poor hip. 
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FIG. 8 


M. V., a 12 year old, colored girl had symptoms referable 
to the left hip for six months. No treatment prior to nailing 
in situ. 


procedure which attempts to realign the nor- 
mal weight bearing relationships of the hip 
joint will have to depend upon the status of 
the joint prior to its being carried out. This 
fact is probably one of the greatest causes of 
failure of the cuneiform osteotomy. In far 
too many instances the procedure is selected 
for those hips which already have so much 
damage to the joint that a satisfactory result 
is virtually impossible even if the normal re- 
lationship of head to neck is obtained without 
aseptic necrosis (Figs. 4 to 7). 

Perhaps one of the greatest reasons for the 
success of the procedure of nailing in situ is 
not the lack of surgical trauma or interference 
with blood supply but rather the preservation 
of a normal relationship of the head to the 


FIG. 9 


M. V., 9 months after nailing of the epiphysis in situ, and 
15 months after the onset of symptoms. 
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acetabulum. This is well represented by case 
M. V., whose hip was nailed in situ with far 
too much posterior displacement (Figs. 8 and 
9). The patient has gone on to a poor result 
even though the nailing was carried out satis. 
factorily without trauma. Incongruity before 
and after nailing was the determining factor 
in this poor result. 


The success of cuneiform osteotomy in this 
series of cases is not particularly impressive, 
In our hands it has been even less successfy] 
than other reported groups of cases in the 
literature. 


Two methods of open reduction have been 
used. The first is a classical cuneiform 9s. 
teotomy with removal of a wedge of bone suf- 
ficiently large to correct the posterior and in- 
ferior displacement of the head. A second 
procedure which has been used with good re- 
sults in very early cases is one of separating 
the head from the neck of the femur through 
the epiphyseal line, as described by Klein and 
his associates.*.* This is done very gently with 
a blunt instrument, gradually loosening the 
head until it can be reduced into its normal 
position. It is cautioned that these cases must 
be selected carefully and they must be early 
in their slipping. The three such cases in this 
series had symptoms ranging in duration from 
2 to 8 weeks. The epiphyseal lines were easily 
determined and there was little, if any, of the 
bony excrescence on the anterior and superior 
portions of the neck which is so commonly 
seen. This procedure is considered advisable 
when slipping is advanced to a point where 
nailing in situ is difficult (Figs. 10 and 11). 


J. D., a 12 year old, white boy with symptoms of 8 weeks 
duration. Treatment consisted of pre- and_ postoperative 
traction and separation of the epiphysis through the epiphys- 
eal line. 


— 
> | 
m7 FIG. 10 


VOLUME 50 


An evaluation of the cases of cuneiform os- 
teotomy in our group indicates that in some 
of the poor results great technical difficulties 
were encountered in securing adequate apposi- 
tion and fixation of the head. The cuneiform 
osteotomy of the neck of the femur is tech- 
nically a very difficult procedure and there 
are many errors which can contribute to fail- 
ure. Adequate and gentle exposure is of ut- 
most importance. The Smith-Petersen ap- 
proach with a second lateral incision for in- 
sertion of the screws or nails has been found 
to be most successful. The capsule should be 
well visualized before it is opened. Martin,? 
Badgley and Green, Compere,® and Ghorm- 
ley!? have all emphasized a great deal of care 
in carrying out the operation so as to cause as 
little trauma as possible and preserve the pos- 
terior and inferior capsular vessels. The wedge 
of bone, both anteriorly and superiorly, should 
be adequate to allow for ease of apposition of 
the head to the neck. If at all possible, the 
distal side of the osteotomy should be inclined 
toward the horizontal so that the head may be 
placed in the valgus position. It has been 
found much easier to secure fixation by mul- 
tiple, smaller pins or screws rather than to use 
a Smith-Petersen nail. 

Pre- and postoperative care of the cuneiform 
osteotomy is of utmost importance. Preoper- 
atively the patient should be placed in bi- 
lateral Buck’s extension with an internal ro- 
tation strap on the involved extremity. Both 
hips are gradually abducted (Fig. 12). This 
maneuver has for its purpose the gradual 


FIG. 11 


J. D., 27 months after operation. Pins were removed because 
irritation. 
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FIG. 12 


Bilateral Buck’s extension with internal rotation strap in 
position. Both hips are abducted gradually. 


stretching of the tight posterior and inferior 
structures of the hip. Length of time in trac- 
tion is variable but it should be carried out 
for a period of at least three weeks prior to 
operation, depending upon how rapidly the 
hip loosens. Following operation the same 
type of traction should be carried out for a 
period of four weeks. 


Healing of the osteotomy site has been 
noted to occur in a period of three to four 


FIG. 13 


S. M. A complication of cuneiform osteotomy. Inadequate 
fixation by screws and resultant slipping of the head into 
malposition. This resulted in a nonunion and _ aseptic 
necrosis. 
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M. G., an 11 year old, white girl with symptoms referable to 
the left hip of two months duration. She was treated by five 
weeks of skin traction followed by cuneiform osteotomy. 
Postoperatively she was kept in long leg casts with an ab- 
duction crossbar. Nonweight bearing was carried out for a 
period of eight months postoperatively. 


months, however, it is advisable to keep these 
patients from bearing weight for at least six 
months, as is commonly done with fractures 
of the neck of the femur in the adult. The 
use of active abduction and extension exercises 
to the hip is encouraged after the postoper- 
ative period of traction. Occasionally there 
may be evidence of aseptic necrosis in the first 
months after osteotomy, however, if this oc- 
curs at any time, revascularization may be 
expected providing early weight bearing is 
not permitted. Postoperative follow-up should 
include x-rays and careful clinical examina- 
tion regarding the exact status of the hip. In 
this series of cases of cuneiform osteotomy no 
instance of nonunion was noted except in one 
in which the head actually slipped off (Fig. 
13). 

In properly selected cases and the cunei- 


FIG. 15 


M. G. Six years after cuneiform osteotomy. Normal function- 
ing hip. 
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form osteotomy skillfully done, with adequate 
pre- and postoperative care, this operation may 
be expected to give a reasonable number of 
good hips and the procedure is considered as 
justifiable as a good hip nailing in the adult 
(Figs. 14 and 15). 


Summary and Conclusions 


1. Fifty-four hips with slipping of the 
epiphysis are presented. They were treated 
by various types of procedures. 


2. Nonweight bearing, manipulation, and 
skeletal traction have not been successful. 


3. In early cases, depending upon the de- 
gree of slipping, nailing in situ or separation 
through the epiphyseal line with reduction 
and internal fixation have proved to be suc- 
cessful procedures. 


4. In those cases with more advanced slip- 
ping and considerable deformity of the neck, 
cuneiform osteotomy is thought to be the pro- 
cedure of choice, providing degenerative 
changes have not occurred. 


5. Success of the cuneiform osteotomy is 
dependent upon careful selection of cases, 
proper pre- and postoperative care and the 
technical ability to carry out the procedure. 
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Discussion (Abstract) 


Dr. J. Hiram Kite, Atlanta, Ga. Drs. Meyer, Stelling 
and Wiese have brought us the results of their study 
of slipped capital femoral epiphysis in 47 patients. I 
agree with them that an early diagnosis is most im- 
portant. However, this is a rare condition and few 
cases are diagnosed correctly before reaching the ortho- 
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ist. Their 47 cases have probably been collected in 
the twenty-five year period that the Shriners’ Hos- 
pital in Greenville has been receiving patients. This 
would give them about two patients a year. I have 
had 68 patients with slipped femoral epiphysis at the 
Scottish Rite Hospital and at my office in a little 
over 30 years, or two patients a year. In our series, 
whenever we see 340 new orthopedic patients, we see 
one with a slipped capital femoral epiphysis. A gen- 
eral practitioner or pediatrician who sees few cripples 
might practice for years before seeing a patient with 
this condition so it is not surprising that the diagnosis 
is missed. These hips are usually treated for a sprain, 
arthritis or tuberculosis or some common condition. 


Our statistics are about like theirs and the published 
case reports. Most reports show two boys to one girl. 
I do not believe the essayists broke down their cases 
by sex. We have had 48 boys and 20 girls, or a little 
over two to one. The left hip is usually involved 
twice as frequently as the right. They show 33:21. In 
our series the left hip had slipped in 40 patients and 
the right in 15. There were 13 bilateral cases. When 
these are added to the above we have 53 cases, or 65 
per cent on the left, and 28 cases or 35 per cent on the 
right, making 81 hips in all. We have no explanation 
for the predominance of the males and the predomi- 
nance of the left hip. 

Since we have photographs of all our cases, and 
weights and heights recorded, we separated the patients 
into fat, normal and slender. There were 38, or 56 
per cent we classified as fat, 23 or 34 per cent as nor- 
mal and 7 or 10 per cent slender. 


The chief cause of poor results in these cases is 
ischemic necrosis of the femoral head. Aseptic ne- 
crosis is much more to be feared than deformity. The 
head seldom melts away in the untreated cases. There- 
fore, the treatment must play a part in causing the 
loss of the head which is seen in the treated cases. At 
times the end result is worse in the treated case than 
it is in an untreated case, because of the necrotic 
changes which take place in the epiphysis. We have 
seen marked limitation of motion follow forcible 
manipulations and certain operative procedures, and 
even ankylosis in some cases. The best treatment is the 
one which will do the least damage to the blood sup- 
ply of the epiphysis. 

I have been interested in slipped femoral epiphysis, 
trying to determine the best method of treatment. 
When we do get a patient with a slipped epiphysis, 
it is a problem in selecting the proper method of treat- 
ment. Drs. Meyer, Stelling and Wiese have treated 
their 47 cases by different methods. They have re- 
corded the end results in these small series without 
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telling us the condition of the patient when the treat- 
ment was begun. In the recent cases with minimal 
slipping, the result will probably be good by any 
method in the hands of an experienced surgeon. In 
cases of total slipping and of long duration before 
coming for treatment, the result may be poor by any 
method of treatment. I do not see how we can form 
an opinion about the value of a given method with- 
out knowing the state of the hip when treatment was 
begun. It would also be helpful to know whether the 
operation was done by the senior surgeon or the resi- 
dent. 


Most writers have condemned manipulation in these 
hips. For the last ten years I have given up the 
“forcible” manipulations, but have used “gentle” ma- 
nipulation. J have settled for an imperfect reduction 
rather than to use force. The manipulation is the 
same as that used to reduce a fracture of the femoral 
neck. For years we held the reduction in a plaster 
spica as was used years ago by Whitman for a fracture 
of the hip in the aged. My last nine cases have been 
treated by a different method which seems at present 
to give a still better result. After the gentle manipu- 
lation, casts are applied to both legs extending from 
the toes to the upper thighs. The leg on the involved 
side is held in medial rotation and abduction, and a 
stick is placed across the feet, holding the legs in this 
position. This permits the patient to sit up and lie 
down and make him more comfortable. It permits 
motion in the hips in flexion and extension and leaves 
very little stiffness in the hips when the casts are re- 
moved in two months. If the head is not perfectly 
reduced as shown in the x-ray film, the patient has 
been helped clinically by having the outward rotation 
corrected. The patient is kept in bed for a few weeks 
and then allowed up on crutches, but no weight bear- 
ing until the epiphyseal line has fused. 


My thanks to the doctors from Greenville for bring- 
ing slipped femoral epiphysis again to the attention 
of the medical profession. 


Dr. Meyer (Closing). 1 should like to state in clos- 
ing that Dr. Kite’s cases seem to be a little more acute 
than the ones we have in our series. This could well 
account for the increased success of manipulation. In 
our group of cases manipulation invariably produced 
a poor result in those hips for which we had a history 
of gradual onset of symptoms, or in those in which a 
considerable period of time had elapsed following the 
acute onset. It is our feeling that routine manipula- 
tion of the slipped epiphysis is not the treatment of 
choice. Cuneiform osteotomy is certainly not univer- 
sally successful but I believe it should be considered as 
the treatment of choice in properly selected cases. 
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Proteins in Muscular Dystrophy: 


GEORGE DARWIN WILSON, M.D.,t Asheville, N. C. 


The author presents his thoughts and observations on the use of protein 


hydrolysates in muscular dystrophy. 


‘THIS PAPER REPORTS 7 patients having mus- 
cular dystrophy, referred because of muscular 
weakness, who were treated with protein 
hydrolysate. Under my observation, one pa- 
tient received such therapy for three years, 
4 patients for two years, one patient for one 
and a half years, and one patient for six 
months. 

Furthermore there is brief mention of 5 
additional patients having the disease because 
of familial involvement. Four came from a 
single family of 9 girls and 2 boys; still an- 
other sister is known to have the condition. 
The fifth patient is a man with two brothers 
known to have muscular dystrophy. These 5 
patients have received protein hydrolysate 
and Entozyme therapy for an insufficient time 
for evaluation. 


Physical therapeutic measures have been re- 
ported as of no value.! Elective surgical oper- 
ations should be avoided.” 

Protein therapy for progressive muscular 
dystrophy has been reported favorably? and 
unfavorably. After the follow-up of the 
same patients for several years, I have con- 
cluded that protein therapy is not yet to be 
discarded in the treatment of this disorder. 
It is recognized as a progressive disease with 
wasting of muscles; it arises from a metabolic 
failure and not as a condition of the central 
nervous system. Muscular dystrophy is 
thought to result from the body’s inability 
to absorb essential amino-acids from food or 
medications. I believe the missing link may 
be the failure of the enzymatic action which 
breaks down the amino-acids for cellular and 
muscular utilization. 


*Read before the Section on Physical Medicine and Re- 
habilitation, Southern Medical Association, Forty-Ninth Annual 
Meeting, Houston, Tex., November 14-17, 1955. 


+Walker’s Protein Hydrolysate with vitamins and minerals 
supplied to indigent patients by the courtesy of Walker 
Laboratories, Inc., of Mount Vernon, N. Y. 

Entozyme tablets (pepsin, pancreatin and bile salts) sup- 


plied to indigent patients by the courtesy of A. H. Robins 
Co., Inc., Richmond, Va. 


Physical measurements of chest expansion, 
hand grip, circumference of fixed points on 
the extremities, ability to elevate the head, 
“straight-leg” raising off the table, rising to 
sitting position, and the number of pounds 
lifted by muscle groups were used periodical- 
ly to determine the efficiency of various 
medications. 

The outstanding improvement noted by 
the patients in my series and by their families 
was mental alertness. Regardless of muscle 
strength, this improvement in mental alert. 
ness was so worth-while that the patients con- 
tinued daily consumption of proteins for 
periods of over two to three years. Both pa- 
tient and family noticed the difference when- 
ever protein was discontinued for two or four 
weeks, or when another product was substi- 
tuted. Thus, data will be provided to show 
that protein hydrolysate containing essential 
and nonessential amino-acids is worthwhile 
because of increased mental alertness and ob- 
jective evidence of improved muscular 
strength; each patient who discontinued 
therapy as indicated above resumed medica- 
tion of his own accord. 

Recently I added Entozyme tablets, a true 
digestant, to the protein therapy, two tablets 
with each meal. Each tablet contains pepsin, 
N. F. 250 mg., pancreatin U. S. P. 300 mg, 
and bile salts, 150 mg. Gastric pepsin and acid 
begin proteolysis of protein, producing pro- 
teoses and peptones for absorption into the 
blood. Pancreatin, with its amylase, lipase and 
trypsin respectively, converts starch into mal- 
tose, splits fats into fatty acids and glycerine, 
and completes the break-down of proteins 
into peptides and amino-acids. Bile salts emul- 
sify fats and assist in transportation across 
membranes into lymph vessels. Bond® has 
brought to my attention that the protein 
hydrolysates should be prepared from enzy- 
matic hydrolysis because both alkalies and 
acids cause racemization, and in addition, the 
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artificial hydrolysates are often very deficient 
in some of the essential amino-acids such as 
tryptophane and tyrosine. He further points 
out that certain purine or xanthine com- 
pounds, forming nucleoproteins together with 
phosphorus, are essential in muscular con- 
traction. 

An effect of malnutrition is an insufficient 
absorption of amino-acids. The body must 
compensate by breaking down its own tissue 
into amino-acids, resulting in the wasting of 
the voluntary and involuntary muscles. One 
might say that the intracellular enzymes re- 
yert to cannibalism, producing a negative 
nitrogen balance, or eating themselves into a 
wasting condition and death. To prevent this 
catabolic action an anabolic agent, Entozyme, 
has been added to assist in the utilization of 
proteins. Long-range observation will be 
necessary before discarding proteins and 
Entozyme therapy in this serious wasting 
disease. 


Case Reports 


Case 1. C. F., a 56 year old man was first seen in 
June 1953, because of weakness in the knees and a 
slap-foot walking gait. He dated the weakness to 1950, 
when his wife noticed that he walked with a limp. 
A diagnosis of progressive muscular dystrophy was 
made at a medical center in 1950, and he was given 
a male hormone. One year later he noticed loss of 
libido. His limp and muscular weakness had pro- 
gressed so that he was afraid of losing his job as a 
driver of a pick-up truck. He was unable to move his 
foot from the gas to the brake pedals. A family his- 
tory of paralysis was not known. 

The patient was mentally depressed. Wasting of 
muscles was noted above the elbows, shoulder girdle 
and lower extremities. He was unable to put on his 
trousers without leaning against the wall. His head 
was bent forward, and there was a flattening at the 
back of his neck. He was unable to rise on his toes, 


FIG. 1 


(Case 1) Ability to raise head off the table but inability to 
tise to sitting position prior to protein therapy. 


ESESESS 


dune 18, 1953 dune, 1955. 


(Case 1) Measurements of hand grip and elbow extensors 
over a two year period. Measurements were done monthly 
using same instruments. 


to arise to a sitting position, or to raise his arms to 
90° forward flexion (Fig. 1). Protein hydrolysate was 
given and has been continued for the past two years 
except for one month. The hand grip, elbow extensors, 
and circumference above and below knee, and chest 
were measured each month. 


The hand grip improved ten pounds after the first 
month. After the patient had been on proteins for 
two months his chest expansion increased one-half 
inch, and he was able to raise his head from the table 
and to raise himself to a sitting position. The deep 
knee reflexes returned. 


Eight months after beginning proteins, all gains 
were holding and maintained the vastus internus 
muscles were filling out. The patient was sufficiently 
impressed to continue the proteins, since he could 
put on his trousers standing in the middle of the 
room without support. He continues on his job, being 
able to lift his foot from the gas pedal to the brake 
pedal. A red pharynx cleared in the ninth month. A 
substitute protein powder was given for one month 
but the patient became weaker and mentally depressed 
again. After two years, he feels he must have protein 
hydrolysate to stay on the job and to finish the re- 
quirements for retirement pay. He continues to hold 
gains made in muscular strength after two years 
(Fig. 2). 
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Case 2. J. H., a 54 year old man, with generalized 
muscular wasting was referred in November, 1951, 
because of weakness in his arms, and a bilateral drop 
foot. He is a brother of the patient in case 3. He had 
fallen in a three foot deep stream and had to be 
helped out, being unable to get out of his own accord. 
Five years previously he strangled on cornbread; and 
he was unable to hold a ten quart bucket in his hands. 


There was marked atrophy in the left deltoid, 
trapezius, rhomboid, pectoralis major muscles and 
those of both lower extremities. The neck was bent 
forward, there was flattening above the seventh cer- 
vical vertebra and marked atrophy of sternomastoid 
muscles was present. The facial muscles had atrophied. 
In the first year, the pharynx was bright red, although 
repeated cultures showed no evidence of infection. 
An electrocardiogram in 1951 was reported as showing 
an A. V. block. Periodic blood counts were not signifi- 
cant. 


Protein therapy has been continued for the past 
three years. After the first year of protein therapy, 
muscular improvement enabled the patient to raise his 
head and to raise his body to a sitting position from 
the table. 


The patient was hospitalized twice for serious bouts 
of pneumonia. The referring physician felt the pro- 
teins and antibiotics permitted the patient to survive 
these attacks. He and his family have noticed mental 
alertness when he is taking proteins, and depression 
when he has stopped them for more than a week. 
Adenine 5-monophosphate was tried for two months 
without any measurable improvements in muscular 
strength. After three years of protein therapy he re- 
mains ambulatory. 


Case 3. M. H., a 49 year old school teacher, the 
sister of the patient in case 2, had muscular dystrophy 
of the fascioscapulohumeral type. One of ten children 
(5 sisters and 4 brothers) she was referred because of 
weakness in her hands and fingers. Her father died at 
77 years of diabetes mellitus, and her mother at 75 
due to leukemia. 


Her chief complaint was generalized weakness, but 
weakness especially in the upper extremities, and ex- 
cessive sweating. She had difficulty in swallowing and 
in holding her eyes open. Neostigime, 1 cc. of a 1/1200 
solution I. M., caused no changes. The ophthalmolo- 
gist reported slight ptosis of the eyelids with no change 
15 minutes after Neostigmine and atrophine I. M. A 
tendency to baldness was noted. Atrophy was noted in 
both trapezii and lower one-third of the elbow ex- 
tensors. There was a slight forward tilt of the head 
and a flattening in the back of the neck. The hand 
dynometer revealed marked weakness in both hands. 
Complete blood count and blood sugar were negative. 


After the patient had been on protein therapy for 
six months, her hand grip gained ten pounds, and 
the trapezius muscles was filling out. After she had 
been on proteins for a year, the hand grip was the 
same, and the shoulder girdle was filling out. Sixteen 
months later the previous gains were being held. Two 
years after starting the proteins, hand grip, shoulder 
girdle muscles, blood count, blood pressure and re- 
flexes remained normal. All body flexion and ex- 
tension motions were holding their gains and the 
patient was mentally improved. 
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Case 4. T. B., an 11 year old boy, had typical 
pseudohypertrophic muscular dystrophy. He had 4 
normal brother 13 years old and a normal sister 5 
years old. 

The patient’s grandmother noted that the patient 
was unable to pick himself off the floor when he was 
5 years old. He was referred because of flat feet anq 
a waddling gait which was typical. There was no 
family history of disease on the side of either parent 
for the past two generations. He was able to climb 
up by himself, but he had to be picked up off the 
school ground by stronger boys when he fell. The right 
hand grip was eight pounds, the left eight pounds. 
He was unable to raise himself off the table; his chest 
expansion measured one inch; all reflexes were absent. 
Hgb. was 68% (Spencer). 

Six months after this patient was put on protein 
therapy his teacher remarked to his parents that he 
seemed brighter in his school work. His chest ex. 
pansion then was two inches. After twelve months of 
protein therapy, he was able to get off the ground 
at school, his hand grip was ten pounds in each hand, 
and he could raise his arms over his head. 

After two years of protein therapy, the patient is 
able to continue in his grade at school. Hgb. is 95%. 
The dynometer reading in the right hand continues 
at ten pounds, and the left also. After two years it js 
the impression of both the physician and _ parents 
that it is necessary to continue protein therapy. Ento- 
zyme was added to protein therapy one month prior 
to this report. 

Case 5. A. D., a 38 year old man, having a diag- 
nosis of progressive muscular dystrophy, was referred 
to physical medicine in December, 1953, for breathing 
exercises and conditioning exercises because of gen- 
eralized weakness. He was discharged from the mili- 
tary service in 1944 with a diagnosis of muscular 
dystrophy. He was unable to raise his arms over shoul- 
der level while in the service. He believed that his 
condition dated back twelve years. 

His one son, 12 years of age, was apparently normal. 
The patient’s grandparents on both sides of the family 
died of hypertension followed by strokes and heart 
disease. 


The patient presented typical fascioscapulohumeral 
type of muscular dystrophy, with “winging” of the 
scapulas and a forward tilt of the head. There was a 
sighing type breathing; chest expansion was one inch. 
The hand grip measured 96 pounds on the right, and 
88 pounds on the left. 

After the patient had been on proteins one month, 
his right hand grip was 132 pounds, the left 105 
pounds. Five months later, shoulder abduction in- 
creased 10° in each arm, and the chest expansion in- 
creased three-fourths inches. 

In the twelfth month all medicines were discon- 
tinued and all the patient’s teeth were extracted. His 
chest expansion diminished; his sighing type of breath- 
ing returned and so did his mental depression. He lost 
his second job in a shoe store because he was unable 
to lift shoe boxes during the twelfth month. After 18 
months of protein therapy, the chest expansion, hand 
grip and increase in shoulder motion were holding. 
After 23 months there was a definite filling in of the 
supraclavicular fossas and sternal portion of pectoralis 
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major muscles. The patient was cheerful. He obtained 
a job entailing driving his automobile. Entozyme was 
added to protein therapy in the twenty-third month. 
In the twenty-fourth month all physical and mental 
improvements were holding. 

Case 6. A. S., a 43 year old woman, with moder- 
ately advanced progressive muscular dystrophy, was 
referred in March, 1955, because of bilateral drop foot. 


She gave no family history of any paralysis on the 
side of either parent. Her father died at age of 46 
years of pellagra. Her four brothers and two sisters 
were living and well. Her mother 67 years of age 
was living but had arthritis. The patient had a son 
of 15 and a daughter of 13 years, both living and well. 


Examination revealed bilateral foot drop, a slap 
foot gait and pronation of the ankles. The patient had 
difficulty in climbing steps and in raising her arms 
over her head. All deep reflexes were normal and 
equal. Hand dynometer reading was 40 pounds in 
each hand. Wasting of muscles was evident above both 
elbows, in the hands, and in the thigh. There was 
marked weakness of both anterior tibials, and she was 
unable to lift her feet against gravity. She was men- 
tally depressed and cried easily. Blood pressure 150/80. 
Hgb. was 70% (Spencer). 

After a month of protein therapy the patient felt 
better physically and mentally. She noted a return of 
weakness and mental depression during one months’ 
discontinuance of proteins. Six weeks after she had 
resumed protein therapy her walking had lost its slap 
foot. The peronii, extensor digitorum longus and 
extensor hallus longus in left foot were improved. 
Entozyme was added after six months of protein 
therapy. 

One month following the beginning of combined 
protein and Entozyme therapy, her gait and mental 
outlook continued to improve. 


Case 7. J. H., a 39 year old man, having a diagnosis 
of advanced progressive muscular dystrophy, was re- 
ferred for physical medicine in April, 1954, because 
he was almost helpless. The patient said that the 
wasting of muscles, which he first noticed when he 
was 16, began in his hands and progressed slowly. At 
18 he noted that after playing baseball he was unable 
to lift his wrist. He was not accepted for military 
service during World War II. The youngest of 7 chil- 
dren, he had 3 brothers and 38 sisters. No family his- 
tory of any wasting disease was obtainable. 

Examination in April, 1955, with the patient stand- 
ing stripped, revealed a skeleton-like body with the 
head bent forward. The patient was unable to arise 
from a sitting or recumbent position. He had no 
measurable hand grip nor could he raise his arms or 
legs. He could walk only by carefully placing his feet, 
and he could barely raise his head from the table. 
Chest expansion was one and a half inches. All deep 
reflexes were absent; there was no clonus. Blood pres- 
sure was 140/80. Hgb. was 70% (Spencer) (Fig. 3). 


Two weeks after beginning protein therapy, the 
patient noted cramps in his arms and legs; previously 
he had felt no pain. In the third month after begin- 
ning protein therapy, the heel-cord reflex was present. 
In the fourth month, chest expansion was two inches. 
After the patient had been on treatment for one year 
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his chest expansion was holding, and the circumfer- 
ence of the thighs and calves had increased. After 17 
months, the measurements show him to be holding 
recent gains. Entozyme was added the seventeenth 
month. 

Case 8. D. L., a married woman 34 years of age, 
had muscular dystrophy and marked wasting of her 
entire body. The patient noted increasing weakness 
after each delivery of two daughters. The second 
daughter died shortly after birth. 

The oldest of 11 children, she was one of 5 sisters 
having muscular dystrophy. Two brothers and 4 sisters 
were not involved. The mother noticed that she fell 
often and was unable to get up alone from the age 
of 2 years on. The patient had one daughter 9 years 
old who showed early evidence of muscular weakness 
in the left knee extensor and the dorsi flexors of the 
right foot. 


The patient weighed 85 pounds. Her blood pressure 
was 134/80. Hand dynometer on the right was 12 
pounds, left 7 pounds. Reflexes were all absent and 
the patient walked with a waddling gait. She was 


FIG. 3 


(Case 7) The extreme wasting of the muscles is shown. The 
patient was able to walk on a flat surface; otherwise he was 
completely disabled. 
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unable to raise her head off the table, unable to arise 
to a sitting position, and unable to raise the extended 
lower extremity off the table. By carefully placing her 
feet, she could climb out of a chair (Fig. 4). 


After three weeks of protein hydrolysate and Ento- 
zyme, she could raise her head off the table, and both 
hand grips gained a little strength. She said that she 
felt better mentally. 

Case 9. K. L. is a 30 year old, married sister of the 
patient in case 8. She dated her muscular weakness 
to 10 years of age, when she would fall exhausted after 
walking two blocks. 

She had three children living, and one child dead 
at birth. None of her children had yet shown any 
evidence of muscular weakness. 


She had a pseudohypertrophic type muscular dystro- 
phy; she had large calves and wasting in thighs and 
hips. Her weight was 101 pounds; blood pressure was 
110/80. The hand dynometer registered 16 pounds in 
each hand. She could raise her head off the table, 
but she was unable to arise to a sitting position, or 
to lift her legs off the table. There was no change in 
muscle strength after three weeks of treatment with 
proteins and Entozyme tablets, although she said that 
she felt better mentally (Fig. 4). 

Case 10. F. L., a sister of the patients in cases 8 
and 9, was 28 years old and unmarried. She had a 
history of muscular dystrophy since age two. 

There was severe generalized wasting of the muscles 
which appeared to be more advanced than in the 
other sisters. Upon the first examination she was un- 
able to raise her head off the table, unable to arise 


FIG. 4 
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Patients in cases 8, 9, 10 and 11 are afflicted with progres- 
sive muscular dystrophy. The above four young women, left 
to right (ages 34, 28, 30 and 24), with another sister aged 
32 years, not available, are five sisters of a family of nine 
girls and two boys. Neither of the boys showed evidence of 
the disease. Two sisters on the right have pseudohyper- 
tropic type muscular dystrophy. 
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to a sitting position and to elevate her legs off the 
table. Her weight was 80 pounds. Her hand grip megs. 
ured on right as 10 pounds, left 2 pounds. All reflexes 
were absent. After she had been on protein and Ento. 
zyme for three weeks, her left hand gained 3 pounds 
hand grip and she was able to elevate her head off 
the table. She has improved mentally (Fig. 4). 


Case 11. D L., a 24 year old married woman, was 
the sister of the patients in cases 8, 9 and 10. She 
had pseudohypertrophic muscular dystrophy. Muscular 
weakness was first noticed in her back when she was 
2 years old. Next her legs grew weaker; and like the 
other sisters bearing children, she grew weaker after 
each delivery. 


She had two children, a son 4 years old and a 
daughter 2 years old, both apparently healthy. 

Her calves were abnormally large as in pseudohyper- 
trophic type muscular dystrophy. The weight was 
92 pounds, the hand dynometer registered 34 pounds 
on the right, and 34 pounds on the left. She could 
lift her head off the table, but was unable to arise 
to a sitting position, or to raise her legs off the table. 
She showed no improvements in muscular strength 
after three weeks of protein and Entozyme therapy. 
Her mental alertness had improved (Fig. 4). 

Case 12. S. H., a 32 year old man had a mixed 
type of muscular dystrophy, presented wasting of 
fascioscapulohumeral muscles and the large calves of 
pseudohypertrophic type. The patient’s muscular 
weakness dated to when he was 19 years of age, when 
he was unable to complete ten, and then five mile 
hikes, of basic military training. Wasting of muscles 
had been slowly progressing in the shoulders and back 
for the past 12 years. 

Two brothers, aged 24 and 14 years had muscular 
dystrophy. There were no signs to date the muscular 
weakness or wasting in the other four children. 

Hand dynometer readings showed 56 pounds on 
the right, 46 pounds on the left. The patient could 
elevate his head off the table, could arise to a sitting 
position and could raise on his toes. He was unable 
to lift his right leg off the table. The left leg was 
elevated 10° off the table. After the patient had been 
on protein and Entozyme therapy for three weeks, no 


TABLE 1 


DATA ON 12 PATIENTS WITH MUSCULAR DYSTROPHY 
AND TREATED WITH PROTEIN THERAPY 


Age Disease 
Case first Time on P 
No. Initial Age Known Sex Proteins Evaluations 
i. CF 56yr. 50 yr. M2 yrs. Holding gains 
2. JH 54yr. 49 yr. M  3yrs. Holding gains 
3. MH 49yr. = 47 yr. F 2yr. Holding gains 
4. TB ii yr. 5 yr. M 2yr. Holding gains 
5. AD 38 yr. 25 yr. M 2yr. Improved 
6. AS 43yr. 38 yr. F 6mo. Improved 
7. JH 39 yr. 16 yr. M Holding 
8. DL 34yr. 2 yr. F l1mo. Ambulatory 
9. KL 30 yr. 10 yr. F 1mo. Ambulatory 
10. FL 28 yr. ye. F Imo. Ambulatory 
2. DL 24 yr. 12 yr. F l1mo. Ambulatory 
12. SH 32yr. 19 yr. M_ Imo. Ambulatory 
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increase in muscular power was found. He was men- 
tally improved. 
Table 1 summarized the data on these 12 


cases. 


Summary 


|. The improvements in the first 7 pa- 
tients with progressive muscular dystrophy 
were so noticeable after receiving protein 
hydrolysate for from six months to three years 
that the therapy warrants further exploration. 


9. The first noticeable muscle to increase 
in size was the vastus internus, in cases | 
and 5. 

3. The hemoglobin improved following 
protein therapy in all cases that were sub- 
normal. 

4. Mental alertness was the outstanding 
improvement noted in every patient taking 
protein hydrolysate. 


5. Entozyme, a proteolytic enzyme, has 
been added to enhance the metabolism of pro- 
tein hydrolysate. 
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Discussion (Abstract) 


Dr. Vann S. Taylor, Dallas, Tex. 1 am grateful 
to Dr. Wilson for the opportunity of studying and 
discussing his paper. It served as a stimulus to further 
self-education regarding the present status of therapy 
in muscular dystrophy. 


As noted by the author, since Van Meter first pub- 
lished his preliminary report on the treatment of ten 
patients with muscular dystrophy in 1953, there have 
been two series published, one with 42 cases of mus- 
cular dystrophy, and one with 6 cases of muscular 
dystrophy, in which no objective evidence of change 
in the natural course of the disease was demonstrated. 
In each of these series, base-line levels had been 
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established with regard to the patient’s state of 
activity prior to the evaluation of protein hydrolysate 
therapy. Van Meter reported definite and progressive 
improvement, objective and subjective, in all cases. 
Among the objective changes noted were return of 
strength, increase in size and tonus of atrophic muscles, 
restoration of normal respiratory function and relief 
of depression. Subjectively the patients reported a 
sense of well-being, an increase in strength and a feel- 
ing of bodily warmth. In those series reporting failure 
with treatment by protein hydrolysate, similar sub- 
jective reactions were experienced by several of the 
patients, but muscle strength, reflex examination and 
muscle bulk were not measurably improved, nor was 
there any demonstrable improvement in functional 
capacity. 

Protein hydrolysate therapy was given by Van Meter 
on the assumption that the wasting process in muscle 
is secondary to failure of the digestive system to split 
the protein molecules into the basic amino-acids, or 
to a disorder of the enzymatic system for the synthesis 
of muscle tissue. He drew no conclusions as a result 
of his study as to which of these factors was responsi- 
ble, but given a patient previously on an adequate 
protein intake, who has no other abnormalities in the 
digestive system, one would assume that the success 
with protein hydrolysate therapy would indicate a de- 
ficiency of the digestive system in breakdown of 
protein and absorption of amino-acids. Recent meta- 
bolic studies and experimental evidence are not in 
accord with this concept. 


These studies have largely dealt with creatine and 
creatinine metabolism, since creatinuria and dimin- 
ished output of creatinine in most instances is pro- 
nounced in progressive muscular dystrophy. 

Stetten, utilizing isotopic glycine labeled with N15, 
given orally, demonstrated that although in muscular 
dystrophy, absorption of amino-acids was normal and 
creatine was formed by the liver, it is rejected by the 
muscle and excreted in the urine and the creatinuria 
is therefore a consequence of imbalance between an 
essentially normally functioning liver, manufacturing 
creatine at an approximately normal rate, and an 
abnormally small amount of muscle. These and other 
studies appear to point to a failure of the complex 
enzymatic system within the muscle cells themselves 
rather than a basic failure in the digestive system. 


A possible explanation of the results obtained by 
Van Meter and the author may in part be attributable 
to psychologic factors and in part probably due to 
the result of improved dietary intake. Milhorat has 
pointed out that in treating muscular dystrophy pa- 
tients, clinical improvement is sought with an anxious 
eye, with the result that some patients react favorably 
with subjective improvement each time a new sub- 
stance is tried. 


Certainly the results the author obtained have been 
as striking as those of Van Meter. As yet we do not 
know the full answer to this problem, and Dr. Wilson 
should be encouraged in attempting to find an answer 
which we do not presently have. 


The trend appears to be, as far as drug therapy is 
concerned, to develop some specific agent which is 
lacking within the intracellular systems of the muscle 
cells. I believe that those of us in Physical Medicine 
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and Rehabilitation services can be of great assistance 
in assessing the value of these various drugs. If we 
can bring the patient to the optimal level of maxi- 
mum rehabilitation through an intensive coordination 
and muscle-strengthening program, psychosocial ad- 
justment, functional training, etc., and once that level 
has been established, then add the drug that we are 
attempting to test, we will avoid the pitfall of con- 
comitant therapy, drug therapy along with in- 
tensive physical rehabilitation, which might obscure 
the value of the agent that we are using. 

Certainly any effort which maintains these patients 
in a maximum state of activity, as has been demon- 
strated by Hoberman and Abramson, definitely af- 
fects the morbidity and mortality of these patients. 
The longer they can be kept on their feet, the less 
likelihood there is of respiratory infection and other 
complications which result in premature death of the 
patient. 


Dr. J. B. Mohney, Houston, Tex. 1 would like to 
know if, under protein hydrolysate therapy, the out- 
pouring of the creatine was diminished. 


Dr. Odon F. von Werssowetz, Gonzales, Tex. I en- 
joyed Dr. Wilson’s discussion on this subject very 
much. We have tried some patients on similar treat- 
ment but did not have as much result as Dr. Wilson 
had. Of course, we did not try as long as he did. How- 
ever, in the older group, I would like Dr. Wilson to 
explain how the diagnosis of muscular dystrophy was 
established. Was that done on any clinical basis, or 
was it done on laboratory basis? Were any biopsies 
of the muscles taken to prove that it was muscular 
dystrophy? Some of those patients looked as if they 
had residuals of other neuromuscular disorders but 
not muscular dystrophy. 


Dr. Wilson (Closing). The first question by Dr. 
Mohney, did the protein hydrolysate change the 
creatine ratio? In the patients having follow-up crea- 
tine ratio tests there were no changes. As Dr. Vann 
Taylor of Dallas, brought out in his discussion, and 
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Dr. W. R. Bond of Richmond, wrote, there is a gap 
between the liver and the rest of body utilizing the 
amino-acids. 

The second question was by Dr. von Werssowetz, 
concerning diagnostic tests including biopsy and crea. 
tine ratio. The first, seventh and twelfth cases had 
one or both diagnostic tests done at one of several 
medical schools or hospitals. These cases were referred 
to me with an established diagnosis and poor ptog- 
nosis. 

Dr. Vann Taylor asked the question, were physical 
achievement tests and measurements established prior 
to protein and enzyme therapy? Yes, measurements 
were taken before and after therapy as stated in the 
case histories and summary table of cases illustrated, 
Nearly every patient presented today was seen by an 
associate physician, corrective therapist and physical 
therapist. We tried to establish uniform standards of 
measurements for all patients. Several of the patients 
performed outlined exercise programs testing maxi- 
mum muscle strength before and after proteins and 
Entozymes, administered together and separately. 


I would like to add that other medications such as 
vitamin B,, vitamin E, 300 to 600 mg. per day, folic 
acid and testosterone were administered and physically 
tested before and after medication. 

In closing this discussion, it is noteworthy to add 
that the adult female patients, classified as the fascio- 
scapulohumeral type and in the menopause, appeared 
to improve more markedly than did the men upon 
administration of di-steroids (androgen-estrogen) com- 
binations of 10:1 or 20:1 ratios. 


Addendum 


Since presentation of this paper, “follow-ups” 16 
months later on the above reported patients show that 
11 are still living and ambulatory. The patient of case 
12 was reported as dead due to pneumonia. Investiga- 
tion reveals he had no medications of proteins or 
Entozyme for six months or more prior to death. 


i 
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Agranulocytosis Due to 


Chlorpromazine 


LEONARD H. BRANDON, M.D., Starkville, Miss. 


BECAUSE OF THE WIDESPREAD USE OF CHLOR- 
proMAZINE (Thorazine) as an effective agent 
in a variety of conditions, it is important that 
serious side effects of its use be promptly 
reported. I have recently encountered an 
instance of agranulocytosis which can be at- 
tributed to this drug. 


Case Report 


The patient was a 49 year old white woman who 
had had diabetes mellitus for several years. Approxi- 
mately one year prior to the present illness she began 
to have severe generalized headaches which became 
progressively worse. She had been treated with in- 
jections of estrogen by another physician at monthly 
intervals with some beneficial effect. During an 
unusually severe attack I was called in consultation, 
and the patient was admitted to the Felix Long 
Memorial Hospital of Starkville, for investigation. 


Physical examination was completely negative. No 
abnormal neurologic signs were noted, and spinal 
fluid examination revealed the following: initial 
pressure 160 mm.; closing pressure 110 mm.; sugar 
121 mg., and protein 41 mg. per 100 cc.; cell count 
of 6, all being lymphocytes. Complete blood count 
revealed: RBC 5,010,000, Hgb. 14.55 Gm., WBC 8,100; 
with a differential count of segs. 53, stabs 3, lympho- 
cytes 37, monos. 3, eos. 3, bas. 1%. Serologic test for 
syphilis was negative. Fasting blood sugar was 278 
mg. per 100 cc. Urinalysis was negative in all respects. 
X-ray study of the skull was negative. 


It was the clinical impression that she was suffering 
from headaches of functional origin. Chlorpromazine 
was started on January 31, 1956, in a dosage of 100 
mg. daily. Because of improvement in the headaches 
and because of a tendency toward oversedation, the 
dose was reduced to 40 mg. daily on February 2. 
This dose was continued at home. On February 29, 
the dose was reduced further to 20 mg. daily, and on 
some days even this was not taken. 


On March 29, 1956, while still taking chlorproma- 
zine as directed, the patient became acutely ill with a 
very sore throat, high fever, and extreme weakness. 
Within 24 hours she had become so ill that she 
sought medical attention. Examination at this time 
Tevealed a hot, flushed, and lethargic patient who 
Tequired assistance in walking. Temperature was 


103.4° F., pulse 88, and blood pressure 136/70. The 
tonsils were covered with purulent exudate, but the 
pharynx was not involved. In view of the possibility 
of agranulocytosis, a white blood cell count was done 
and was found to be 1,750. She was admitted to the 
hospital at once for treatment. 

The hematologic studies done in the hospital are 
recorded in figure 1 and support the diagnosis of 
agranulocytosis due to drug reaction. Pneumococcus 
and a hemolytic streptococcus were isolated from the 
tonsils. Penicillin, tetracycline, streptomycin, and 
chloramphenicol were shown to be effective in sensi- 
tivity studies. 

Treatment given is outlined in figure 1. It consisted 
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primarily of massive amounts of antibiotics, intra- 
venous hydrocortisone followed by ACTH gel injec- 
tions daily, insulin as required, and daily fresh whole 
blood transfusions until the white blood cell count 
returned to normal. Intravenous invert sugar infu- 
sions were administered for several days when the 
patient’s serious condition precluded oral feeding. 


No improvement was noted until the third hospital 
day; thereafter she showed steady improvement and 
was discharged from the hospital on the tenth hospital 
day. Subsequent blood counts have been normal, and 
she has remained asymptomatic. 


Discussion 


Chlorpromazine is a relatively new drug. 
The Council on Pharmacy and Chemistry 
(American Medical Association) has accepted 
it for inclusion in New and Nonofficial 
Remedies, and a review of its pharmacologic 
and clinical properties has been published.! 

The drug has been found useful in a wide 
variety of conditions. It is helpful in the 
control of nausea and vomiting due to many 
causes. It potentiates the action of analgesics 
in the relief of pain. It facilitates the treat- 
ment of acute and chronic alcoholism. Its 
widest use is the alleviation of anxiety, ten- 
sion, agitation, and excessive motor activity 
in psychoneurotic and psychotic diseases. It 
achieves this effect through its remarkable 
sedative, tranquilizing, and calming prop- 
erties. 

A variety of side effects have been reported 
due to the drug. The most serious untoward 
effect, and the one most likely to prove fatal, 
is agranulocytosis. Forty-five cases of serious 
blood dyscrasia were reported by the Council 
on Pharmacy and Chemistry in January, 
1956.2 Seventeen of the 45 cases had a fatal 
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outcome. This experience alone should be 
adequate warning against the indiscriminate 
use of this drug. Serial blood counts should 
be done routinely during chlorpromazine 
therapy, but they cannot be relied upon to 
detect all cases of blood dyscrasia prior to 
onset of symptoms, since fulminating cases 
of the disease can develop with amazing 
rapidity. 

Jaundice has appeared in many patients 
during chlorpromazine therapy but does not 
appear to be of a serious type. Its appearance, 
however, is an indication for cessation of 
therapy. Other side effects include ortho- 
static hypotension, excessive sedation and 
drowsiness, tachycardia, hypothermia, dryness 
of the mouth, dermatitis, photosensitivity, 
nausea and vomiting, and the appearance of 
a Parkinson-like syndrome. 


Summary 


A nonfatal case of agranulocytosis due to 
chlorpromazine therapy is reported. Although 
the incidence of such reactions is low, it is 
imperative that the drug not be used without 
good indication. Patients should be warned 
to report immediately the onset of sore 
throat, fever, skin rash, jaundice, and other 
possible signs of toxicity. Once diagnosed, 
the patient having agranulocytosis should re- 
ceive intensive, continuous and thoughtful 
treatment similar to that described above. 


128 South Jackson St. 
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Effective Hehabilitation Uf The 
Disabled For Actual Employment 


The several facets which are basic in vocational rehabilitation and obtaining employment 
for the handicapped person are considered in this series of papers. 


Selective Placement in Industry: 
The Need for Collaboration of Medical and Social Agencies* 


A. RAY DAWSON, M.D., and R. N. ANDERSON, M.A.,+ Richmond, Va. 


AT THE MEETING OF THE AMERICAN MEDICAL 
AssociaTION in June of 1955, we reported a 
follow-up study of patients who had received 
physical medicine and rehabilitation during 
their hospitalization at the McGuire Veter- 
ans Administration Hospital, Richmond, Vir- 
ginia. These veteran patients were counseled 
and trained vocationally, and were placed by 
the Vocational Rehabilitation Service of the 
Commonwealth of Virginia or by similar 
services of other states. At the time of our 
follow-up, 134 of 224 former patients were 
found to be employed.! The experiences 
gained in placing these ex-patients is the topic 
for our discussion today. All patients were 
nonservice connected. 


Table 1 presents data by diagnostic cate- 
gories. It is clear that we were dealing with 
severely disabled patients, who were not 
able to return to the employment they 
had before their sickness or injury; a few 
were able to return to similar or modified 
jobs. In our original presentation the severity 
of disability and the importance of vocational 
counseling were discussed briefly. We have 
again reviewed these cases and searched for 
factors that seemed to be responsible for our 
success or failure. 


*Read before the Section on Physical Medicine and Re- 
habilitation, Southern Medical Association, Forty-Ninth An- 
nual Meeting, Houston, Tex., November 14-17, 1955. 

tFrom the Physical Medicine and Rehabilitation Service, 
McGuire Veterans Administration Hospital, the Department 
of Clinical Physical Medicine, Medical College of Virginia, 
and the Division of Vocational Rehabilitation and Special 


Education, Department of E i ir- 
ginia, Ri a a of Education, Commonwealth of Vir 


In a small number of cases, unpredictable 
changes in human behavior determined the 
outcome. This group is exemplified by the 
following case, which will be reported in an- 
other study: A female paraplegic had been 
non-cooperative with her treatment regimen 
and rehabilitation. Psychologic studies had 
shown that she deeply resented her injury 
and entertained almost self-destructive feel- 
ings of inadequacy. No matter what was done 
for her or what medical approach was made 
she found it most difficult to cooperate. Then, 
quite suddenly, her attitude changed without 
an apparent cause. She started to improve and 
was taking much interest in her rehabilitation, 
particularly in the area of homemaking. Then 
one day she appeared in the clinic quite flus- 
tered and blushing but proudly displaying an 
engagement ring. She and another ex-patient 
were later married. She is now happily and 
successfully running her home from a wheel- 
chair. I am sure all of you have had similar 
cases in your medical records whether it be 
in the area of rehabilitation or elsewhere. Un- 
predictable circumstances exert a tremendous 
influence on human behavior. This case 
brings out another point which is extremely 
important and often overlooked,—we refer to 
the attitude of the personnel working with 
disabled people. This does not mean that we 
should adopt a Pollyanna attitude but it does 
mean that, if we believe our patients have 
rehabilitation potentials, we should tell them 
so and diligently work toward an obtainable 
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TABLE 1 

EMPLOYMENT DISTRIBUTION OF CASES PLACED 
Small Large 
Public Business Business 
Self State or Less Than More Than Grand 

Diagnosis Employed Federal 100 Emp. 100 Emp. Total Urban Rural 
Paraplegia 6 3 31 2 42 33 9 
Neuropsychiatric 2 5 18 8 33 29 4 
Tuberculosis 4 7 12 2 25 20 5 
Orthopedic 4 2 6 4 16 10 6 
Neurologic 2 1 1 3 7 5 9 
Medical 1 1 3 2 7 5 9 
Poliomyelitis 0 0 3 1 4 4 0 
Grand Total 19 19 74 24 134 106 2 


goal. We must continue our endeavors to 
stimulate our patients even though they find 
it difficult to cooperate. 1 am sure that if 
those who had worked with this woman had 
agreed by act or word that she was a hope- 
lessly inadequate cripple, she would not have 
been receptive to the arrow of Cupid which 
brought about such a fundamental change in 
her attitude toward life. 

Our study made it clear that the most im- 
portant single factor in successful medical re- 
habilitation was comprehensive and thorough 
diagnosis. This was not unexpected, for in 
medical rehabilitation as in all other medical 
situations, diagnosis is the foundation upon 
which all therapy is built. This would seem 
to be so basic a statement as to make its 
repetition unnecessary. Over and over again, 
our successes and failures could be traced to 
complete and proper diagnoses or their lack. 
In arriving at a diagnosis we cannot depend 
upon strict medical procedures alone, for it 
is dependent upon the contributions of a 
number of disciplines. Predominant among 
these are medicine, social service, psychology, 
and vocational counseling. The findings of 
physical medicine are a part of the total med- 
ical picture. Our hospital was fortunate in 
having a vocational counselor who is also a 
placement officer with wide experience in 
industry. 

We believe that medicine, social service, 
psychology, and vocational counseling must 
be represented, if a complete rehabilitation 
diagnosis is to be made, in dealing with the 
severely disabled. The vocational counselor 
or placement officer, as he sits in at our re- 
habilitation board, not only contributes the 
results of his counseling and testing pro- 
cedures but also represents the employer’s 
point of view. In this capacity he puts certain 


questions to the board which it must be able 
to answer. Special cases will present special 
questions, but in general the vocational coun- 
selor or industrial representative will ask the 
board questions such as these: What is the 
prognosis? This question refers not only to 
the prognosis of the disease or injury at issue 
but also asks an opinion as to the individual's 
potentials for stability for employment. It 
now becomes evident that medical history and 
evaluation alone is not enough. It must be 
combined with a vocational history, the find- 
ings of social service, psychologic testing and 
the like. If, in our answer to the question on 
prognosis, we state that there is a possibility 
or probability of reactivation or recurrence, 
we will be asked how this will manifest itself, 
—what will be the first symptoms. When the 
physician answers these questions he must 
do so in lay terms, and in a manner that will 
give the employer a feeling of security when 
employing our applicant. Industry has every 
right to ask us to explain fully what we feel 
the future will normally hold for our appli- 
cant. 


After prognosis, a group of questions rela- 
tive to physical capacity will arise which are 
familiar to all physicians and therefore do 
not need to be specified at this time. How- 
ever, the physical capacity to care for daily 
living needs, such as dressing, eating, and 
toilet, plus the physical capacity for traveling, 
have tremendous vocational placement rela- 
tionships and should be determined quite 
exactly. Developing these capacities in our 
patients, and the modification of living sit- 
uations to which they give rise have been a 
large factor in some of our most difficult and 
successful placements. We have all heard the 
folklore that disabled people look for sym- 
pathy. Perhaps that was the way grandmother 
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got attention, but experience leads us to be- 
lieve that the severely disabled do not wish 
attention and are reluctant to seek even the 
modifications that are necessary for their suc- 
cessful living or working. Perhaps they do 
not want to be set apart. Perhaps there are 
many other reasons. However, it is most im- 
perative that the wheel chair case and others 
who are severely impaired have a satisfactory 
living situation if one is to place them suc- 
cessfully in a vocation. The importance of 
transportation is self-evident. 


In considering vocational adjustment it is 
not sufficient to tell the employer that the 
applicant has experience in operating a lathe; 
we must be able to tell him about the appli- 
cants work tolerance, his likelihood to tire 
and his maneuverability. We must project 
ourselves into the actual working situation 
and estimate the applicant’s potentials to meet 
the requirements of the job. Some weeks ago 
we had a fine example of this. One of the 
large department stores in our community 
notified us that they were looking for a shoe 
repairman. We had a man who wished to 
apply for the job. He was a partial paraplegic 
who had taken his training at the Woodrow 
Wilson Rehabilitation Center in Fisherville, 
Virginia, and was an excellent shoe repair- 
man. However, when the job was surveyed it 
was found to require not only repairing shoes 
but also meeting the public. Our patient had 
a speech impediment which embarrassed him 
to the point where it made his conversation 
with strangers very difficult. Needless to say, 
we found our patient another job in which 
he is now happy. We repeat that it is not 
enough to represent our patient as having the 
skill necessary for the position. We must sur- 
vey the working situation and in our plan- 
ning actually visualize the patient in the 
position and arrive at an estimate of his 
working adjustment. This type of approach 
requires much detail but it is the detail that 
so often makes the difference between success 
and failure. In no place have success or failure 
had such lingering influences as in the realm 
of placement of disabled persons. 


Frequently, industry does not ask for a 
trained individual but simply for an individ- 
ual that can be trained. In these cases we have 
found that Educational Therapy and Manual 
Arts Therapy are very valuable. From the 
observations made in these two Sections we 


can give specific information as to whether 
the patient can, or cannot sit on a stool or 
in a chair for a given number of hours, 
whether he can, or cannot walk around with- 
out difficulty, whether he can lift, push, pick 
and the like. His work tolerance is estimated, 
his span of attention is noted, and in addi- 
tion we can determine his dexterity and 
whether he can, or cannot work with small 
objects. We can determine his reaction time. 
Educational Therapy and Manual Arts Ther- 
apy combined with psychologic findings can 
give us an answer to the questions relative to 
learning capacity and mental rigidity. These 
last factors have shown themselves to be of 
tremendous importance, particularly in deal- 
ing with the neurologic and psychiatric case, 
and are specific in those cases that follow 
brain injuries. Basic personality and the in- 
fluence on personality of injury or disease 
may become of major importance in vocation- 
al adjustment.? This project is too large for 
us to discuss today. However, we determine 
the vocational factor in our patient’s person- 
ality pattern and incorporate them in our 
estimate of the patient’s potentials. We have 
discussed those factors which present them- 
selves as being of outstanding significance in 
the rehabilitation process. There is one more 
point that has been so often repeated as to 
be trite but it is of such major significance 
that it must be re-emphasized. .There cannot 
be successful rehabilitation without team 
work. There can be no star on the rehabili- 
tation team nor can any one discipline be 
blamed for failure in rehabilitation. 

Table 1 also gives data relative to working 
situations. We made up a table by job titles 
but they varied so widely for all placements, 
and for each diagnostic category as to be of 
no significance except for the fact that the 
variation itself seemed of rather marked sig- 
nificance. It brought out very clearly what 
the director of Alto workshop said to one of 
us (ARD) some years ago,—that the rehabil- 
itation process should be primarily directed 
to restoring stamina and work habits. If, dur- 
ing the rehabilitation process, a patient 
should learn a trade so much the better, but 
rehabilitation is a sufficient goal unto itself. 
Proficiency in a trade is a goal for a school 
situation. Veterans suffering from paraplegia 
and tuberculosis had in general the longest 
hospital stay in our study. These individuals 
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would spend many hours in our vocational 
shops and in educational activities, and would 
become quite proficient in, say, radio repair 
work or woodworking only to go out into 
completely nonrelated employment and yet 
be successful. We found the greatest correla- 
tion between rehabilitation activities and job 
placement where the patients had become pro- 
ficient in typing or in operating general of- 
fice machines. In fact, we have found typing 
and operation of office machines to be of 
such value in placing disabled people that we 
now encourage our patients to spend as much 
time in these endeavors as is practical, along 
with their other rehabilitation activities. As 
a case in point we would like to relate the 
following findings: One of our wheel chair 
patients applied for a job as radio dispatcher 
for a taxi company, and was able to secure 
the position because he could type certain 
forms that the business required in connec- 
tion with his work as a dispatcher. He had 
learned to type as a patient in our hospital. 
Because disabled people must offer brains, 
instead of brawn to an employer, a multiplic- 
ity of skills is often the deciding factor in 
employment. 

Insofar as job opportunities are concerned 
we have not encountered a scarcity of place- 
ment possibilities for the disabled. Some have 
told us that this is due to our expanded econ- 
omy. We do not agree; it is our opinion that 
to hold to such a point of view is not only 
pessimistic but also unrealistic. A properly 
placed disabled person has measured up and 
frequently shown himself to be superior by 
every criterion of employment. Industry is 
looking for effectiveness in the job. Insofar 
as this criterion is concerned, the properly 
placed disabled person has abundantly shown 
himself to be outstanding, and it is our opin- 
ion that he will be able to compete indefinite- 
ly. This opinion is based on the specific fact 
that in practically every industry, in which 
we have made a satisfactory placement of dis- 
abled persons, it has asked our help in secur- 
ing additional employees. We have empha- 
sized the detail required in medical rehabili- 
tation and placement procedure. This detail 
has paid dividends. We have numerous em- 
ployers who tell us they know a great deal 
more about the applicants which we present 
for their consideration than they do about 
any other applicant who seeks employment. 
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Table 1 indicates that in point of volume 
our most successful placements were in small 
businesses in urban areas, whereas most of our 
patients were from rural or semirural areas 
and had previously worked in unrelated 
fields. We have not made a study of employ. 
ment in the entire South but we suspect that 
small businesses employ more persons than 
any other activity except farming in this 
whole area. This in itself could account for 
our findings. However, we believe that these 
small, and particularly the owner-manage. 
ment businesses offer greater opportunity for 
employment of the disabled persons than do 
the large concerns where management js 
diversified and divisionized. The owner-man- 
ager has more control over his personnel 
policies and is in a much better position to 
convince the safety engineer, or production 
foreman, and others of the desirability of 
employing the disabled person. In addition, 
small businesses are usually housed in one 
story buildings with parking space close by, 
and the production processes of small busi- 
nesses are usually more readily modified to 
suit the needs of the disabled. Disabled per- 
sons usually prefer employment in small units 
whether these units be in large or small busi- 
nesses. We have thought that this stemed from 
a feeling of “belonging.” These patients lose 
their disability identity more readily and are 
accepted for their personality and productiv- 
ity and, of course, the “big boss” can give 
them more personal attention. Although our 
greatest number of placements were in small 
businesses during the period of this study, our 
successful placements in large businesses dur- 
ing the past two years leads us to believe that 
this picture may change in the future. 

In summarizing the findings of our study 
we are lead to believe that: 

(1) The unpredictability of human be 
havior markedly influences medical rehabili- 
tation and vocational placement. 

(2) The most important single factor in 
medical rehabilitation is a thorough diagnosis. 


(3) Industry has the right to ask us for a 
complete evaluation of the applicant’s work 
potentials in addition to an estimate of his 
particular skill. 


(4) Housing and transportation often pre 
sent major blocks in placing the severely dis- 
abled person in a satisfactory working situa- 
tion. 
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(5) Failure in the rehabilitation processes 
i; more often due to some overlooked factor 
than any other mistake. Experience leads us 
to believe that the factors more often over- 
looked are in the areas of human relations 
and human behavior. 


(6) Small businesses in urban areas offered 
the best opportunity for vocational placement 
of severely disabled veterans during the time 
of this study. 
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Discussion (Abstract) 


Dr. Nila K. Covalt, Winter Park, Fla. The author 
is to be congratulated on the completeness of his re- 
porting on this study. This paper is an excellent fol- 
low-up on the employment of 134 patients from a 
total study of 400 that were discussed in the initial 
report at the June, 1955 meeting of the American 
Medical Association. 


Dr. Dawson has laid great emphasis on the need 
for the coordination of a number of combined dis- 
ciplines for the basic purpose of first arriving at a 
diagnosis for medical rehabilitation. The same disci- 
plines then follow through to completion of medical 
care. This means proof that the maximum goals of 
rehabilitation have been reached, both in utilization 
of all remaining physical capabilities but also with 
knowledge that every effort to reach a vocational goal 
has been made, wherever it has been deemed feasible. 
These concepts must be stressed until the proven 
rationale of rehabilitation becomes a basic part of all 
medical disciplines. 


I should like to emphasize two points which go 


back to the original paper from which this follow-up 
report has been made. 


First, 1 mention the importance of actual attendance 
by a counselor from the Office of Vocational Rehabili- 
tation early in the planning stages for individual 
patients, and his attendance at the meetings of the 
Rehabilitation Board. 


The McGuire V. A. Hospital at Richmond, has 
had a strong department of Physical Medicine and 
Rehabilitation from the very inception of the pro- 
gram in all V. A. Hospitals which started late in 1945. 
In addition, the Woodrow Wilson Rehabilitation 
Center, Fisherville, Virginia, is operated by the Office 
of Vocational Rehabilitation. Therefore, all the coun- 
selors in Virginia, and those from other states who 
have sent patients to Fisherville, have had special in- 
doctrination, or introduction to a program of total 
rehabilitation such as Dr. Dawson has outlined. 


I believe the presence of a counselor early in plan- 
ning a rehabilitation program for individuals, is 
unique in Virginia as compared to the customs in 
the other 47 states. During 514 years I spent in ad- 
ministrating a Department of Physical Medicine and 
Rehabilitation in a large hospital in another state, 
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we were usually unable to persuade the office of Vo- 
cational Rehabilitation to permit their counselors 
to sit in on our planning program in the Rehabilita- 
tion Board meetings. We finally obtained a very weak 
semblance of the Richmond procedures in the last 6 
months of my association with that program. 

The delay in obtaining this service appeared to lie 
primarily in the State Office of Vocational Rehabili- 
tation and its interpretation of the laws regarding its 
functions, and the time at which it was permitted 
to start a work with prospective “clients.” We were re- 
peatedly told the medical diagnosis must be complete, 
the prognosis absolute, and official forms filled out 
(with the appropriate carbon copies), before they 
could even consider an interview with a prospective 
client. They even wanted the special forms completed 
that show -the patient’s ability to combine so many 
steps, jump so many times, and carry out all the 
other procedures with which you are familiar. This 
approach is a costly delay in any rehabilitation pro- 
gram. The cost is expressed in destruction of patient 
morale as well as actual days and dollars lost. Ob- 
viously the office of Vocational Rehabilitation in Vir- 
ginia has found a more liberal interpretation of the 
laws regarding its function. Because of these two 
viewpoints, I suggest the attitude and approach in 
the other 47 states should use the Virginia interpreta- 
tion, if there is any such question of delay in the 
early utilization of the services of a Rehabilitation 
counselor in any state. In the authors’ initial report 
43 per cent were eliminated, because they were service 
connected. Only 49 were rejected for lack of motiva- 
tion, while 84 were rejected as medically not feasible 
of rehabilitation. The author repeatedly stresses, how- 
ever, the placement of the severely handicapped such 
as paraplegia, and the tuberculous. 


In a general hospital, or one where the patient can- 
not remain for the time that is adequate to com- 
plete his physical rehabilitation, or in a hospital or 
clinic without facilities or staff to carry out the 
technics, there will be high figures for medical un- 
feasibility. In a hospital comparable to McGuire, both 
as to available rehabilitation facilities, staff, and ade- 
quate time for physical rehabilitation, our percentage 
of medically feasible patients was much higher than 
those reported by Dr. Dawson. I am sure at least 75 
per cent of our patients could be judged as feasible 
of rehabilitation. 

This means that perhaps no more than 50 per cent 
could walk, but the others could travel in wheel chairs. 
Both groups were capable of complete self care, as 
graded on Activities of Daily Living (ADL) charts. 

Age was a factor that precluded many of these men 
for employment, and because of the frequent inade- 
quacy of the vocational counseling service, our ex- 
clusion of cases because of medical unfeasibility only, 
was lower than Dr. Dawson’s. Our exclusion from lack 
of motivation was proportionately higher. All our pa- 
tients had psychiatric evaluations, and the social 
workers had in most instances, visited in the patients’ 
homes and made community investigations. Of the 
entire group which our Rehabilitation Board judged 
to be medically feasible, a large percentage were voca- 
tionally unfeasible because of their lack of motivation, 
and various other psychologic problems. 
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Dr. Dawson has commented previously that the per- 
centage of patients rejected for lack of motivation 
did not appear, percentagewise, to be the big 
block in rehabilitation as might be expected. His 
figures show this is significant. To my mind, the rea- 
son why 84 were medically unfeasible is even more 
important. For the completeness of the study I would 
like to suggest that the authors make a report on this 
group of patients. The reason they were medically 
unfeasible should be of value to us all. They have 
probably already planned to make such a report. 

Let me again compliment the author for the com- 
pleteness and timeliness of his reports, particularly the 
follow-up report which has just been presented. 


Dr. Roxana R. Schnur, Houston, Tex. I am hon- 
ored to have the opportunity to discuss this important 
work by Dr. Dawson and his group. Last ‘June I at- 
tended the meeting of the American Medical Associa- 
tion and heard Dr. Dawson’s original report on a 
group of 224 patients who had achieved their voca- 
tional goals through the combined facilities of Mc- 
Guire V. A. Hospital and the Vocational Rehabilita- 
tion Service of the state of Virginia. Of this group, 134 
or 59.8 per cent were gainfully employed at the time 
of follow-up, 3 years after the original job placement. 
To anyone who has had the experience of working in 
this field, these results are truly remarkable. The 
patients studied were veterans with nonservice con- 
nected disabilities predominantly of the “dread dis- 
ease” or “catastrophic injury” category. They included 
paraplegic, poliomyelitic, psychotic, tuberculous, orth- 
opedic, acute and chronic neurologic conditions, and 
a few general medical and surgical cases. Unlike the 
service connected cases, which were handled elsewhere 
through the V. A. Regional Office, these patients all 
had financial need to resume gainful employment. It 
is interesting that 41 per cent of the paraplegic, 69.4 
per cent of the tuberculous, 82.5 per cent of the 
psychiatric and 100 per cent of the poliomyelitic 
patients who received vocational counseling were ul- 
timately placed in a job situation. 


The results achieved by Dr. Dawson and his group 
suggest that the combination of an optimistic, positive 
attitude on the part of the rehabilitation team, and 
a broad understanding of the practical problems in- 
volved in the work situation, can do much to increase 
the percentage of successful job placement in any re- 
habilitation center. Adequate diagnosis and under- 
standing of the emotional problems which the disabled 
patient faces are important in assisting him to plan 
for the future. In addition, I think we cannot em- 
phasize too strongly the importance of a thorough job 
evaluation by the vocational counselor. This must 
be done before the patient is subjected to the physical 
and mental demands of a given job. To anticipate 
and prevent failure wherever possible must be our aim 
in working with the severely disabled. Frequently the 
patient may react to the challenge of an overwhelm- 
ing physical disability by selecting a vocational goal 
far beyond his capacities,—often far beyond what he 
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might have achieved without the physical handicap. 
I am impressed with Dr. Dawson’s statement that 
training in typing and operating office machines haq 
proved to be of the greatest value in placing the dis. 
abled patient vocationally. Certainly the physical 
limitations of a wheel chair existence would seem to 
fit in better with office work than with more stren. 
uous types of activity. 

Other factors to be considered in vocational guid- 
ance are convenience of transportation and availability 
of attendant help. In working with the Physical Medi- 
cine and Rehabilitation Service at the Houston VY, A. 
Hospital during the past 5 years, I have seen a num. 
ber of poliomyelitis patients, with severe generalized 
involvement, successful in achieving their vocational 
goals. Some of these had functional use of only one 
extremity, fortunately the right upper in two cases, 
and the left in one left-handed patient. In many of 
these cases it was physically impossible for the patient 
to get in and out of an automobile or to ascend and 
descend even one or two steps without assistance. In 
some cases transportation and attendants were readily 
available to take the patient to and from his place of 
work. In one case, however, this was not available and 
the patient has been using his home as an office and 
doing bookkeeping and other clerical work for several 
small businesses in his neighborhood. Another patient, 
who is very heavy and who has severe generalized 
poliomyelitic involvement, now is employed as a switch- 
board operator in a small factory about a block away 
from his home, making automobile transportation un- 
necessary. Thus location was of paramount importance 
in this vocational placement. 


Another problem which we encounter frequently 
here in Texas is the fact that a large percentage of our 
patients come from small town or farm areas. In such 
cases it is sometimes difficult to decide whether or 
not to advise a change of address from a rural to an 
urban area in order to facilitate vocational rehabilita- 
tion. Two of our paraplegic patients happened to own 
their own small farms and it seemed financially im- 
practical to make a change of residence. In both cases 
the patients became ambulatory on crutches and were 
able to carry on some of the outdoor work and to 
supervise the remainder of the farm activities. One 
patient raises rabbits and chickens, and the other hogs 
and cattle, in addition to growing their own vegetables. 
In this way the living expenses of the family were 
markedly decreased, although this did not show up 
in terms of monetary income. I should like to hear 
Dr. Dawson comment at some future date on the im- 
portant factors to be considered in advising for or 
against a change of address for vocational reasons 

In closing, I should like to say again that I feel Dr 
Dawson and his group have achieved remarkable re- 
sults in the placement of these disabled individuals. 
Others of us in the field of rehabilitation may find 
that, with perseverance and with a more complete 
evaluation of both the patient and the job, we may 
improve our percentages of successful placement of 
even the most severely disabled patients. 
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The Role of Motivation in the 
Rehabilitation Process: Key to Eventual 


Employment* 


JOSEPHINE J. BUCHANAN, M.D.,f Washington, D. C. 


THE TERM “MOTIVATION” HAS BECOME, in 
many instances, a mere tool of jargon which 
is used indiscriminately to indicate whether 
or not a disabled individual is participating 
in the treatment program laid out for him. 
It is often considered to be a characteristic 
which the patient possesses, as a part of his 
inate personality, or lacks, thus having no po- 
tential for successful rehabilitation. All too 
frequently we fail to recognize the fact that 
motivation can be nurtured and developed 
in the disabled person by all of those who 
participate in his treatment and rehabilitation 
program. 

Every individual has within himself the 
basic desires for food, shelter, love, and se- 
curity. These desires assume many forms and 
levels but are always present in some degree. 
The individual either succeeds or fails in 
his own estimate as he is able to procure these 
things for himself. Man varies in his degree 
of desire and strength of will to live success- 
fully; each man needs outside help at some- 
time in his life in order to achieve his great- 
est potentialities. Nowhere is this need more 
urgent than in the individual who has suf- 
fered severe physical disability. 


A challenge of any kind is eagerly accepted 
by most of us. It is the spark which ignites 
the flame of effort to conquer or succeed. In 
some of us the fuel for such a flame is sparse 
indeed. But even the poorest tinder with suf- 
ficient spark for long enough can kindle some 
flame, however feeble. Once the flame is 
kindled it is far easier to feed and enlarge it 
to noble proportions. 

This feeding of the flame of motivation 
should start from the very moment of the 


*Read before the Section on Physical Medicine and Rehabili- 
tation, Southern Medical Association, Forty-Ninth Annual 
Meeting, Houston, Tex., November 14-17, 1955. 

+From the Department of Physical Medicine and Rehabili- 
bari District of Columbia General Hospital, Washington, 


occurrence of disability. The ill person re- 
sponds to his treatment program in propor- 
tion to his confidence in his physician and 
others who assume his care. An attitude of 
interest, hope, confidence, and encouragement 
are very essential in physician, nurse, ther- 
apist or others who serve the sick. But even 
more important is the presence of professional 
skill and excellence of treatment. Thus the 
hospital which offers a broad scope of treat- 
ment services is going to produce in its pa- 
tients more confidence and more desires for 
recovery. The patient is quick to recognize 
“all-out” effort to help him and will respond 
in kind in almost every instance. Thus, the 
hospital which offers full rehabilitation serv- 
ices finds many advantages accruing to itself. 
The patient responds to treatment more read- 
ily, he leaves the hospital in a shorter time, 
he requires less nursing and other care and 
he stays well longer. The community profits 
by the larger number of persons who are 
thus enabled to return to income-producing 
status. 


The medical program which is “rehabili- 
tation-minded” must offer many more things 
than just definitive medical care. This en- 
compasses the fields of physical medicine, 
social work, psychiatry, vocational guidance, 
training and placement, sheltered workshops, 
on-the-job medical check-ups. The caliber 
of the individuals who function in these fields 
is of the utmost importance in production of 
successful rehabilitants. The disabled person 
must have constantly before him examples of 
strength, intelligent effort and a reasonable 
opportunity for succeeding, both physically 
and otherwise. 


The rehabilitation program in a hospital 
must, of course, have good equipment for 
treatment but should also have programs for 
measuring the potentials of the disabled per- 
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son. Thus, they should have good basic psy- 
chometry, psychology and mental hygiene 
treatment. Once the individual’s basic per- 
sonality is assessed the direction of treatment 
and rehabilitative efforts can be plotted. All 
goals for this patient must be realistic and 
possible of attainment. The goals which the 
patient sets for himself must be reasonable 
and preclude failure as nearly as possible. 

Where all concerned are apprised of the 
potentials and goals for a given patient, all 
can encourage with uniformity. No false 
goals are held out. No failures occur and the 
disabled patient can remain confident of ulti- 
mate success. The social worker can fill a very 
important role in feeding the flame of moti- 
vation by preventing despair over home and 
family matters, so that the patient can give 
his full time and attention to his medical and 
vocational program. Many a disabled person 
has given up in utter defeat when faced with 
unsolved personal and family problems. 

When the time arrives for prevocational 
testing courses, these too must be skillful and 
thorough. Unless the patient can be ex- 
posed to sufficiently broad test situations, he 
may fail in finding the thing that he can 
and likes to do and thus despairs. 

It is particularly important that the voca- 
tional counseling begin early and be of a 
very high caliber. The patient is doomed to 
failure who is led to seek employment where 
no employment opportunity exists, or to en- 
ter a type of employment which is too diffi- 
cult physically for him. It is disastrous to 
train a man for employment who has no way 
to get to that employment. The goal must 
be realistic from the beginning, and the pa- 
tient must be confident that, for him, it will 
succeed. Thus every hospital should offer 
good vocational counseling, prevocational 
testing and training. 

When this exists even the medical program 
can be better planned and conducted. In 
Physical Medicine the exercise program can 
aim toward developing those muscles and 
skills which will enable the patient to return 
to the chosen future occupation. When the 
patient sees the relationship between partici- 
pation in his exercise program and the real- 
istic return to income-producing status, his 
flame of motivation is fed enormously. 


We must, however, recognize that some in- 
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dividuals do have the “‘sparse tinder” of mo. 
tivation, and had this characteristic even be. 
fore disability occurred. These are the persons 
who need habilitation rather than rehabijj. 
tation. Such a person, more than any other, 
requires the greatest amount of help from 
everyone concerned in his habilitation pro. 
gram. Here we may need the help of pyy. 
chiatry, education, church, community and 
many others in leading this individual to 
want to assume his part in society as a pro. 
ductive member. Some will fail entirely. 
Here we must attempt to make them less of 
a burden to those who care for them. 


There is no substitute for the intelligent, 
dedicated, enthusiastic person who works 
with the patient. From the doctor to the 
nurse, therapist, and others this is the most 
precious commodity in offering the greatest 
stimulus to “motivation” in the disabled. 
Sometimes even “shock-therapy” is the kind. 
est thing we can do for a disabled person, 
Sometimes the stern hand is kindest treat. 
ment. Attitudes of defeat often need to be 
jolted. Christ said to the man at the pool 
of Bethesda—who awaited a miracle to cure 
him of his disability, “Take up thy bed and 
walk”! And he did. 


Discussion (Abstract) 


Dr. Odon F. von Werssowetz, Gonzales, Tex. It 
is obvious that to be successful, rehabilitation must 
be based on sound psychologic as well as physio- 
logic facts. However, often the physical disability 
is given all the expert attention to such an extent 
that the psychic or emotional element is entirely for- 
gotten. Yet, there is an inseparable relationship be- 
tween the two. In the early phase of the illness the 
physical disability rightly should have the center of 
attention, but slowly, gradually and _ progressively, 
the psychic element should receive more considera- 
tion and changes in the therapeutic program should 
be introduced to achieve the best somatopsychologic 
adjustment that is possible for the given patient. 
The management of such a program is an art based 
on sound medical acumen, good judgment and com- 
mon sense. This is not a new philosophy. It is 
basically the same approach to the problem that the 
old time country doctor so excellently developed; 
however, now it is dressed under a new, much abused 
name “Motivation.” 


Each individual who has suffered a_ disabling 


disease will have an emotional reaction to this handi- 
cap. Emotional reaction may be defined as some 
thing that the patient feels which occurs at a me 
that something happens to him. Each patient has 4 
definite feeling about his illness, about his treat- 
ment, about his relation to his family and society 
in general. 


This emotional reaction is the most 
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important factor in rehabilitation and should re- 
ceive much more attention that it does now. It 
is an interpersonal reaction between the patient and 
the rest of the world, the people and the environment. 
It is up to the physician to modify this interpersonal 
reaction to the best advantage of the patient. It is 
always advisable to begin this with the patient at 
the time when it is most opportune to stimulate his 
feelings and outlook to the point that he will co- 
operate and work with the people administering 
treatment. 

It is obvious that the emotional reactions will de- 
pend on the personality structures of the patient. 
The previous personality is an extremely important 
factor in his attitude toward his handicap. Those 
patients who previously showed evidence of neurotic 
traits are more likely to show abnormal reactions 
than the stable type of individual. The emotional 
reaction also will depend on the functional ability 
before the occurrence of the handicap. After a 
thorough evaluation of the patient, and only then, 
an over-all program for his rehabilitation can be 
established. It is important during this evaluation 
and subsequent treatment not to project into the 
patient certain ideas of what he has to do in order 
to think of himself as rehabilitated. The program 
should strive to return the patient to functional ac- 
tivity at the maximal level of efficiency for that 
patient, considering both the physical and mental 
status. This maximal level for one patient may be 
total functional return, for another, a wheel chair 
existence. However, the wants, motives and needs 
of all patients are basically alike and do not differ 
from those of the normal individual. These should 
be carefully fostered, because the handicapped indi- 
vidual may become frustrated and confused and may 
require guided bolstering to regain his ego. It is 
only then the program will be successful. 

It is believed that motivation is successful only 
when the patient becomes: (1) adjusted to his dis- 
ability, and (2) readjusted to his environment. 


These two basic principles are developed by estab- 
lishing realistic goals of achievement and progressive 
type of therapy. 


Dr. T. W. Wade, Dallas, Tex. There are two points 
in particular which I would like to emphasize in the 
discussion of this paper. The first of these was the sub- 
ject of an article by Dr. Charles H. Reagan, in which 
the patients considered were taken from a Neuro- 
psychiatric Hospital; they were mentioned as “sitters” 
in this article. These were individuals on whom the 
usual procedures in occupational therapy had failed to 
stimulate the patients to any activity whatever. Close 
studies were made of these individuals and certain 
practices were put into effect in their treatment. 
Reprimands by the therapists and sarcasm were 
found to be extremely harmful to these individuals. 
Instead it was determined that the patients should be 
treated in a calm and dignified manner. The most 
important point, however, in this whole treatment 
theory, was that the patient must not under any 
circumstances be given a task which he was physical- 
ly unable to perform. It was felt that if the patient was 
given a task beyond his capacity it would instill in 
him a sense of failure, and thereby cause him to 
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avoid undertaking further projects. Tasks that were 
extremely simple, such as sanding hospital furniture, 
poppy making, etc., were therefore given to these 
patients. It was found that as they accomplished 
these extremely simple tasks there was a gradual de- 
velopment of a sense of pride in their work. This 
was noted especially by improvement in their per- 
sonal hygiene, morale, and willingness to accept other 
projects as they were prescribed. 

These factors apply equally well to the patients in 
a general medical and surgical hospital. Here are 
the hemiplegics who possibly have some slight mental 
cloudiness, and many other patients who, due to their 
handicaps, become slightly withdrawn and tend to 
remain apart from their fellow patients. Recognition 
of this fact is well known to all of our therapists and 
is also known to the ward physician who is handling 
these patients. Consequently, we will oftentimes 
have a patient who has completed his work in the 
Corrective Therapy Department remain in the room 
where other patients are working to try to stimu- 
late him into a more sociable attitude. Needless to 
say this also is a very important function in the 
Occupational Therapy Department. The knowledge 
that others have a handicap even more severe 
than his, will sometimes put the patient on the road 
to a much brighter outlook in regard to his own 
physical disability. 

This same principle is involved in the handling 
of the patient on the Physical Medicine Rehabilita- 
tion Service. Constant reminders are given these 
patients that only patients on the eventual road to 
recovery are selected for this service. Under no cir- 
cumstances are they placed on wards among terminal 
cases or with the hopelessly chronic cases placed on 
intermediate care service. 

The next point I wish to emphasize is that there 
are numerous patients who, due to their own sense of 
inferiority, attempt to undermine the work of the 
rehabilitation team in placing them on the road to 
recovery. These individuals feel a certain contempt 
for anyone who requests or seeks aid or help from 
them, and they cannot acknowledge the fact that 
an individual who is trying to aid them does not 
have for them a sense of contempt for their in- 
feriority. They are the type of individual who put 
the feeling of superiority over others above anything 
which they might achieve objectively. Needless to 
say such an individual will be an extremely diffi- 
cult case in which the ultimate goal of rehabilita- 
tion may be obtained. However, if the patient has 
sufficient insight into his own personality to under- 
go evaluation by competent psychiatrists, it is prob- 
able that he may overcome this mental handicap 
which oftentimes is much greater than his physical 
handicap. 

In closing I would like to cite the case of two 
bilateral amputees who came under my observation 
within a period of a few days of each other. Both 
were young men in their early thirties, and one had 
accepted his handicap, and was running a small 25 
acre farm on which he was raising calves, hogs and 
turkeys. He was cheerful and his willingness to ac- 
cept his handicap and still try to overcome it had 
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made him many, many friends in the community in 
which he lived, and where he was considered to be a 
useful member of the community. 


The other patient was the direct opposite. He 
had been given good medical care and eventual 
follow-up in the Physical Medicine Department. He 
was able to walk, using his prosthesis and two 
Canadian crutches. However, he had a bitter re- 
sentment against the world in general and, in par- 
ticular, he felt that he was being shunned and 
humiliated by other patients and hospital personnel. 
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This was, of course, not the fact but it was the 
solace which this patient drew to himself for his 
inability to accept his handicap and make the most 
of it. 

At the present time this individual is depending 
on charity received in the streets for his livelihood, 
If this patient can come to a better understanding of 
his own mental disability, it is more than likely that 
he can overcome, to a great extent, the physical 
handicap which has so embittered him against life 
in general. 


Accomplishing the Ultimate Job 


Ob jective: The Importance of Meticulous Planning 
and Efficient Rehabilitative Administration* 


DONALD R. ADAMS, M.D.,t Muskogee, Okla. 


IT IS BECOMING INCREASINGLY APPARENT as we 
go into the field of rehabilitation that we can- 
not leave the ultimate job objective to chance 
or with the hope that something will event- 
ually suggest itself as an avenue to a degree 
of self-sufficiency. Such an approach is doomed 
to failure, or at best to the utilization of 
only a part of the potential the patient may 
possess if the influencing factors are not recog- 
nized and balanced in advance. 

First, the patient must be considered not 
as of admission, but as of his discharge. His 
admission rapidly becomes a statistic and from 
that moment we are concerned with his ulti- 
mate rehabilitation and dismissal. This calls 
for organized planning from the start, taking 
into account the patient, his residual or an- 
ticipated future capacity, his family, the 
social and environmental facets of his case and 
finally selection of the job objective best 
suited to his handicap. 


To best illustrate the relationships of the 
patient and his family to the problem of 
planning, I have extracted a portion of a case 
study in Social Service, published by the V.A. 
Social Service Activity in Central Office, 


*Read before the Section on Physical Medicine and Rehabili- 
tation, Southern Medical Association, Forty-Ninth Annual 
Meeting, Houston, Tex., November 14-17, 1955. 

+From the Physical Medicine Rehabilitation Service, Veterans 
Administration Hospital, Muskogee, Okla. 


Washington. The essentials of the case report 
are as follows: 


Patient “Z”, a 58 year old white, married veteran of 
three months service in World War I, had a cerebral 
vascular accident resulting in right hemiplegia, 
aphasia, and agraphia. In addition, he was quite de- 
pressed, seclusive, and resistant to treatment. Follow- 
ing the stroke and a short period of hospitalization 
in his home town, he was returned to his wife's care. 
She was over-solicitous of him and spent a great deal 
more energy taking care of him than was necessary. 
This close attention reduced “Z” to an infantile level 
and he became gradually more difficult to deal with. 
His wife, already having some menopausal difficul- 
ties, collapsed and on the advice of her doctor brought 
“Z” for continued care at B. . . . Hospital May 4, 1954, 

Two months later Social Service was asked to help 
by the speech therapist who recognized that the separ- 
ation of “Z” and his wife was an extremely distressing 
thing to both. She, upon referral to Social Service, 
talked at great length about her problems, emphasiz- 
ing the strong feelings she had for her husband and 
how dependent he was upon her. His health and 
restoration obviously hinged on any help she could 
give him; in her present state of mind she depressed 
rather than inspired him. 


It was felt the first objective was to help Mrs. “Z” 
to achieve a better understanding of her husband, his 
disability, and what her own effect was upon him. 
With the help of the ward physician and the physio- 
therapist, it was explained in detail what measure of 
recovery could be anticipated and what factors would 
influence her husband’s progress. It was pointed out 
that she needed to be more cheerful and hopeful in 
his presence, to show some effort at future planning, 
and that she should give support to his independence 
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rather than foster his dependence. She was referred 
to the V.A. Office in her home city for psychiatric 
treatment; she then had regular appointments with 
the mental hygiene clinic at a state hospital, and, in 
a few months, began to show tremendous improve- 
ment. 

It was then time to become more active with the 
patient, who incidentally, was undergoing a noticeable 
change in his mental attitude. Once more he could 
laugh and be more friendly although aphasic. He 
worked harder in physiotherapy and took more part 
in ward activities. Both husband and wife were quite 
dependent upon the worker, and the wife would make 
a point of hunting for the worker on each visit to her 
husband and give a progress report. It was felt that 
plans should be made for his return home and the 
problem was discussed with the physiotherapist who 
outlined what his needs would be at home. His am- 
bulation, still possible only at the parallel bars, would 
be improved with use of a short leg brace for his 
right leg and it would be desirable to have his home 
re-arranged so that he would not have to climb stairs. 
Mrs. “Z” took this last problem in stride, sold their 
house and bought a small one floor home with ramps 
to the outside front and rear. She needed some support 
in this, but was able to carry on all the details with 
but little difficulty. 

Resistance suddenly appeared when the sister of the 
patient objected to his leaving the hospital. She felt 
that the wife was incapable of caring for the patient 
and said so. Mrs. “Z” was challenged by this and was 
ready to drop the whole project, but recovered her 
control quickly when she found her husband hostile 
to the sister and anxious to go home, and also when 
the worker pointed out that the sister might not be 
the best qualified person to judge the patient’s needs 
and the wife’s abilities to deal with them. The pa- 
tient was given several passes to visit his new home 
and did quite well on each. As the time for his dis- 
charge approached the ward physician, the physio- 
therapist, and the worker emphasized to the wife 
the need to permit the patient some independence, 
not only to help him use what was left to him, but 
to preserve her energy for emergencies. 

Mrs. “Z” was an intelligent woman and was able 
to accept advice. She was better able to understand 
her husband, who, she learned had not really changed 
much. The worker, having an opportunity to work 
with the whole family, spent a great deal of time 
and effort both on the family and the treatment team. 


Initially the patient was hospitalized for a 
short period following which he returned to 
his wife’s care. Since no advance planning is 
mentioned, it is assumed none was made, 
and both he and the wife lacked any basic 
understanding of his disability. Without a 
plan he became totally dependent to the 
point of an infantile level. Lacking any in- 
struction or training in self-assistance, and 
being deprived of motivation by his over- 
solicitous wife he promptly became an un- 
likely subject for total rehabilitation. 
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This could have been avoided if Mrs. “Z” 
had been advised of the true nature of his 
disability, the patient’s ability to help him- 
self, and the limitations that a cerebral ac- 
cident impose. Early unilateral training was 
lacking which is important if position is to 
be held and physical weakness avoided. In 
this case it was fortunate that the physical 
collapse of Mrs. “Z” forced the hospitaliza- 
tion of her husband, for every day the erron- 
eous, solicitous care continued, weeks were 
added to the eventual restorative job that had 
to be done. 

Another step that should have been the 
subject of advance planning was the need for 
counsel and advice on the patient’s environ- 
ment and his limitations in this environment 
once he could be returned to his home. His 
eventual physical capacity could be antici- 
pated well in advance of his discharge and 
the special accommodations worked out al- 
most from the start. There are two advan- 
tages in such an approach. The actual time 
in hospital can be reduced and any sav- 
ings in this regard can be applied to securing 
a sheltered environment compatible with his 
residual disability. 


Using this case as a basis for the analysis 
of advanced planning rather than planning 
as an after-thought it can be seen that the 
needs appear to be about as follows: 

That the patient understands his disability 
and the limitations it does or may impose. 

That his family understand the nature of 
the handicap and the patient’s degree of 
capability to do certain things for himself. 
They also should have an idea of the need for 
aids to make their problem in caring for the 
patient easier and his job of helping himself 
less demanding. In this regard, care should 
be taken to keep within the finances of the 
family and at times sacrifice the ideal for a 
less desirable but more economical substitute. 

The doctor alone, or with an organized re- 
habilitation team, must familiarize himself 
with the practical aspects of aids, to know 
when they are indicated, and the less ex- 
pensive substitutes, and the patient’s relative- 
ly long-range need for the aid. 

In the instance cited, the ultimate job ob- 
jective was one of training in self-care and to 
promote a reasonable degree of independence. 
This is every bit as important to the patient 
and the family as a more complicated effort 
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wherein the plan calls for a return to gainful 
employment. The need exists for advance 
planning, adjustment of the family to the 
patient, carefully determined prognosis, and 
economic coordination. 

A rehabilitation program is only as good as 
the plan for its execution. The plan must first 
meet the essentials of daily living with order- 
ly progression from the simple things to the 
more complicated and difficult functions, and 
to the final trials at work in the selected job 
objective. 

When one considers that the performance 
of four basic activities of feeding oneself, 
dressing, walking and caring for the needs of 
nature, call for about 154 actions, either iso- 
lated or in combination, the need for a 
planned program becomes increasingly ap- 
parent. The planned rehabilitation program 
provides an automatic evaluation gauge by 
which the patient’s progress can be continu- 
ously visualized and even more important a 
means by which the patient’s tolerance to re- 
training can be promptly determined, and his 
future potential be prognosticated.! 


One great difficulty in rehabilitation is the 
hesitancy of the physician or team to recog- 
nize the point at which maximum progress 
has been reached. If treatment is continued 
beyond a reasonable trial period, when an 
apparent stalemate has been reached, there 
can be only two results: discouragement of the 
patient and stagnation of the service. Tenaci- 
ty is a virtue but is not a substitute for med- 
ical judgment. 

Considering disabilities with lesser func- 
tional limitations, we find that a compre- 
hensive and valuable piece of work has been 
done at the medical rehabilitation unit, 
R.A.F., Chessington, England, and reported 
in the Annals of Physical Medicine for April 
1955. In this study, observations were made 
covering the resettlement of the disabled 
service man. The objectives were four: (1) 
the job should be well within the patient’s 
physical capabilities; (2) it should offer secur- 
ity and good prospects of advancement; (3) it 
should be related whenever possible to the 
patient’s previous experience and individual 
talents; and (4) its achievements should give 
him satisfaction.? It might appear to the re- 
habilitation planning team that all four ob- 
jectives were of equal importance, but the 
end results in 167 cases show that by and 
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large the failures resulted from a breakdown 
under performance and a lack of the patient's 
complete confidence in his ability to do the 
job." 

The study points out the importance of a 
thorough trial of work before starting em. 
ployment. In the absence of such an oppor- 
tunity, however, we are confronted in our 
planning with a search for a reasonable sub- 
stitution for the trial of work. 

There is a reasonable substitution in the 
hands of the planners which amounts to using 
all the old skills and experiences possible in 
selecting the objective. In vocational planning 
a grave error can be made by ignoring the 
past and selecting a field so new that none 
of the experiences of the past can be used. 
We have learned from vocational experiences 
among the veterans of World War II that 
complete retraining can be costly, time con- 
suming and has a high possibility for com- 
plete failure. In the civilian world there is 
ofttimes not the time, money or facilities to 
do complete vocational retraining. The team 
must therefore take full advantage of every 
skill and bit of knowledge that can be used 
to meet the needs of the patient with a 
changed potential and an altered way of life.’ 

There is perhaps no field that can compare 
with that of rehabilitation in the diversified 
tools with which to accomplish the job ob- 
jective. The means vary all the way from the 
physician or physiatrist working alone in a 
community unaware of the needs to that of 
the organized clinic team with social, voca- 
tional and community support. The 1955 re- 
port to the American Congress of Physical 
Medicine and Rehabilitation Committee on 
rehabilitation centers list organized centers 
in 27 states, 20 of which list 5 services, the 
remainder 3 or less. The State of New York 
lists 18 centers, the majority of which carry 
5 services. Eight of New York’s centers have 
three services available.* 

It is far beyond the svope of this paper 
to attempt an analysis of sj ecialized facilities 
but the figures we hope wil serve to under- 
line the conclusion stated in the Milligan 
Perry paper from the British Association of 
Physical Medicine Annals that “the ultimate 
responsibility for satisfactory resettlement (re- 
habilitation) lies with the doctur. Only when 
every doctor realizes this responsibility and 
presses vigorously for better facilities for the 
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disabled will the needed improvements ma- 
terialize.’’? 
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Discussion (Abstract) 


Dr. Edward M. Krusen, Jr., Dallas, Tex. Dr. 
Adams’ excellent paper illustrated a problem which 
reoccurs innumerable times in a physical medicine 
and rehabilitation department. There are five main 
points in this paper which I would like to re-empha- 
size. The first is need to consider the patient as of the 
date of discharge at time of admission. Unless this 
is constantly kept in mind, a great deal of treatment 
may be given which does little to adjust the patient 
to his disability in relation to his family and his 
ultimate job. 

The second is the need to treat the family as much 
as the patient. If the patient becomes extremely de- 
pendent on the family for any prolonged period of 
time, he has no desire to give up this dependency. 
In a study done by us on hemiplegics, this was the 
biggest factor in the failure to get the patient to walk 
again, assuming he received adequate treatment. 

The third point is the need to emphasize training 
in activities of daily living. Many patients who are 
severely disabled never return to a job, but if they 
can be taught to take care of themselves, a tremen- 
dous load on the family can be relieved. 


The fourth point is the need to recognize when 
maximal benefit has been reached. It is very important 
to avoid the discouragement and financial loss which 
occur when the patient is treated beyond the point 
of diminishing returns. The patient may not want to 
stop, but the only way to shift the responsibility to 
the patient and family is discharge him even if he is 
put on a recheck basis. 


The fifth point is recognition that training for a 
job should use the patient’s old experiences. All too 
often vocational counselors pick a vocational objective 
that is completely remote and has little interest for 
the patient. In most of our cases where this has hap- 
pened, the patient never resumes a job. 

If these points are kept in mind by the physician 
in charge of the patient, much financial loss as well 
as discouragement can be avoided. Unfortunately, all 
too little money is available to treat these patients in 
relation to the tremendous numbers who need treat- 
ment. 


Dr. W. L. Nolden, Little Rock, Ark. This fine 
presentation invites our attention to the importance of 
careful planning if any program for the disabled pa- 
tient is to accomplish the fullest possible measure of 
rehabilitation. 


The case report cited brings out the undesirable 
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effect that the absence of planning, the over-solicitous 
wife and the concern for her welfare had on the pa- 
tient’s morale and progress. The correction of these 
produced a favorable change in his attitude toward 
treatment and resulted in his progress to a higher 
level of independence. 

The author has pointed to the need for complete 
understanding and cooperation by the members of 
the rehabilitation team in solving the many problems, 
directing the deviations from course and the use of 
assistive instruments toward realization of the job ob- 
jective. The need for participation of the patient, his 
family and a member of a suitable industry in the 
planning, to assure the fullest possible independence 
and gainful endeavor commensurate with his abilities 
and limitations has been brought out. The need for 
the cooperation of, and acceptance by, the community 
in which he resides and which may be of valuable 
assistance in planning a program suitable to his ad- 
justed way of life is shown. The importance of be- 
ginning careful planning at the time of, or as early 
as is possible, following the patient’s admission to 
the hospital is pointed out. The need for recognition 
of the maximum result so as to avoid stagnation and 
deterioration of the patient’s interest and of the en- 
tire program has been emphasized. 

The goal may require many alterations in keeping 
with the progress or failure to meet the job objective. 
Such measurement is found in the patient's ability 
to take care of himself, ambulation, elevation activities, 
communicztion and travel, as well as his willingness 
to accept his disability and adjust to his new way by 
making the most of his remaining abilities. These 
everyday requirements are the yardsticks by which 
we may calculate the level of independence to which 
the patient may return. These, in addition to voca- 
tional and avocational exploration followed by a trial 
at simulated work conditions, may contribute to the 
final analysis of his rehabilitation and employment 
potential. It is, no doubt, wise and economical to 
follow in channels of the patient’s old known skills 
when possible. There is greater likelihood of success 
if the patient is permitted to select from the types of 
erployment found to be within his grasp, the one 
he most desires and enjoys. 


A carefully planned program may guide the patient 
to full employment, the sheltered work shop, or home- 
bound industry. However, should none of these be- 
come possible, the planning may be directed to his 
fullest possible independence as a home-bound patient 
or the fullest measure of activity possible as an in- 
Stitutional ward for the remainder of his life. 

Finally, the planning must remain within the cal- 
culated tolerance or reserve of the patient with coro- 
nary artery disease, or the patient with arrested tuber- 
culosis to avoid exacerbation or breakdown. Arrange- 
ments for any indicated follow-up medical care must 
also be included in planning the job objective. For 
example, the patient with an amputation as the result 
of diabetes mellitus, or the paraplegic patient with 
urinary tract infection or the threat of decubitus 
ulcers. Such chronic illness or complication if not 
adequately followed up may result in regression and 
failure of any otherwise well-planned program. 
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Medical Rehabilitation Board and/or 
Evaluation Clinic and the Practitioner: 


ISRAEL MUSS, M.D.,t Louisville, Ky. 


WITH THE RAPID GROWTH OF REHABILITATION 
as a specialty, the general practitioner has 
been somewhat relegated to the sidelines,— 
an undesirable result. The family physician 
in the past has been the nucleus of medical 
service. He was well acquainted not only 
with the illnesses of a family and undertook 
the therapeutic regimen but his very presence 
in the house and at his desk radiated poten- 
tial forces, precursors of total rehabilitation. 
Since he was well acquainted with the finan- 
cial setup of the family, he could, with under- 
standing, be a guiding force. Since he knew 
the social fabric of the family, its weaknesses 
and strengths, he could follow the interaction 
under any catastrophic illness. It is well 
established that the family physician not only 
cared for actual illnesses but also became a 
trusted friend, confidant and _ frequently 
played a catalytic role during severe stress. 


The growth of industry in its ramifications 
and widespread development, the growth of 
machinery and automation has colored med- 
ical care with a mechanistic hue. Through 
the use of powerful and effective medication 
leading to dramatic improvement in serious 
illnesses, the interrelationship between the 
family physician and the _patient-family 
“setup” has lost valuable continuing forces. 
The aftermath of modern treatment has been 
an increasingly aging population with its 
attendant chronic organic illnesses. Rehabili- 
tation, as a specialty is relatively new, and 
has been related to large hospitals and treat- 
ment centers by necessity because of the high 
cost of skills and work tools required in long- 
range treatment. Centralization of effort has 
always been an effective and economical 
method of any new treatment. Those spe- 
cializing in this field have remained close to 
large rehabilitation centers and in but few 


*Read before the Section on Physical Medicine and Re- 
habilitation, Southern Medical Association, Forty-Ninth Annual 
Meeting, Houston, Tex., November 14-17, 1955. 

+From the Veterans Administration Hospital, Louisville, Ky. 


instances, have migrated to other large urban 
centers to establish similar centers for re. 
habilitation. This has left the general practi- 
tioner out of contact with the growth of 
rehabilitation. 

Rehabilitation has become so complex 
that the family doctor must be acquainted 
with all the facets of referral and the team 
concept. The roots of rehabilitation are the 
basic ideas that the doctors’ responsibility not 
only begins with the first evidence of illness 
or disability or impairment of function and 
continuing through definitive treatment, but 
also carries into the retraining of retained 
physical and emotional power. There is a 
tenuous but firm continuity into the job 
productivity. 


The Problem 


In 1951, the task force studies revealed that 
over 25,000 workers were lost in industry 
through the disablement of injury and 
disease.!. Over two million physically handi- 
capped could be rehabilitated and placed in 
employment. The high incidence of chronic 
disease and disablement because of our aging 
population, is a serious problem. Today, we 
are in a favorable position because of im- 
proved methods of education and vocational 
rehabilitation, better placement, and _ better 
understanding by labor-management. The 
difference of terminology of anatomic per- 
fection, fit or unfit, whole or partially dis- 
abled, who could do the whole job or none, 
is out of place in the present-day work 
scheme where piecework and assembly lines 
raise different conceptions of work. 

The program of rehabilitation involves the 
whole community. If society demands ma- 
terial production in critical periods with a 
shortage of man power, it is our duty to 
encourage the chronically ill and disabled 
to live and work within the limits of their 
capabilities in a free competitive society. 
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Physical Fitness and the Job 


Physically fit in reference to employment 
poses the question of, “physically fit for 
what?” The general practitioner is often at 
a loss in the terminology and meaning. 
Although the great industrial concerns have 
thousands of jobs for the disabled, they hire 
only about 10 per cent, and the great ma- 
jority of chronically ill are hired by small 
industry and service trades and crafts. When 
a good rehabilitation viewpoint is not main- 
tained in a community, most patients are 
debilitated psychologically and then become 
vocationally unemployable. The rehabilita- 
tion viewpoint stressing patient participation 
and interest makes for better integration. 
The medical practitioner should always have 
this in mind. 

Of 1,000 consecutive cases discharged from 
Kings College Hospital in Great Britain, in 
1950, 75 per cent were expected to make a 
full recovery and return to their own em- 
ployment on a normal plane in the com- 
munity.2 Ten per cent returned to resume 
usual activities in spite of semipermanent 
disability; 7 per cent suffered from chronic 
illness and were able to do work only during 
remission; 4 per cent were unfit for work. 
One per cent would require resettlement in 
alternate work and 3 per cent were expected 
to die. This means that over 10 per cent of 
hospital admissions for acute disease, on dis- 
charge would need rehabilitation and _ reset- 
tlement. 


Industry and the Handicapped 


Every man should have the opportunity 
to earn a living with a job within his physical 
and mental ability.* Certain industries have 
been able to employ handicapped persons 
with notable results but not all industries 
can do so. Every industry tends to save jobs 
of low physical demands for their own dis- 
abled. Industry should have an adequate 
medical service versed in job requirements 
and manufacturing processes. 


Work as a Therapeutic Tool 


The Chief Medical Officer of the Vauxhall 
motor works, (in the United Kingdom) in 
insuring continuity in the transition from 
the hospital to the factory, understands the 
therapeutic value of work, which never allows 
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the injured person to pass out of the real 
labor atmosphere.* If the disabled man can 
continue at work and has the knowledge that 
he is a self-supported economic person, pulling 
his own weight, it presents a powerful incen- 
tive toward eventual adjustment to a handi- 
capped state. A well versed family doctor 
will know the personality traits, attributes, 
and faults of his patient and the emotional 
effects of his illness. This can only come 
after repeated study. He should know the 
patients’ work ability, how he gets along with 
other people, how he joins in the community 
projects, his powers of concentration and 
perseverence in work life. These factors then 
become a living slide rule in evaluating the 
handicapped person. 


Light Work as a Prescription 


The term “light work” to the medical 
practitioner is a confusing and discouraging 
term.5 It is nebulous thinking for the em- 
ployer, patient, and family. Family quarrels 
have occasionally developed from a misunder- 
standing of such recommendations. Wives 
have charged husbands of indolence because 
of a “light work order” and have even been 
deprived of “Aid to Dependent Children” 
and Workmen’s Compensation rights. The 
physician should have available all resources 
which touch on the patient’s livelihood. A 
team with the medical social worker and vo- 
cational counselor could be a constant source 
of information. The physician should con- 
centrate his attention on specific activities 
which the patient might be able to do. A 
chart is suggested that would remove the 
vagaries of light work limitation to the prac- 
titioner. The type of work should meet the 
physical capacity of the patient and acknowl- 
edge his emotional limits. 


Activity Chart 


Activity No limits Some limits in hours 

Walking 

Climbing stairs 

Lifting in pounds 

Carrying in pounds 

Stooping 

Running 

Pushing 

Reaching 

Environmental conditions 
to be avoided 

Total hours of activity 
recommended now 

The same in six months 
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Predischarge Planning 


In predischarge planning the oriented 
family doctor who is aware of the treatment 
schedule of the hospitalized patient, and who 
understands the family constellation, can 
correlate the material and play a significant 
role in allaying fears and apprehensions in 
the disabled patient.® 

The importance of the vocational counselor 
rests in knowing industrial opportunities, the 
labor market, and work specifications. In 
spite of long hospitalization the patient can 
be made employable. Vocational training 
not only should provide a skill but also an 
opportunity for much needed resocialization 
before entering the employment world. 


Personnel Shortage 


The practitioner must well be aware of the 
shortage of trained professional personnel in 
the field of rehabilitation.? It has been esti- 
mated that there are approximately five 
thousand trained qualified physical therapists 
with at least twenty-five thousand positions 
vacant, and within the next five years there 
will be a need for ten thousand more ther- 
apists. In the field of occupational therapy 
there are approximately thirty-six hundred 
with over three thousand positions unfilled. 
There are more than twelve hundred cor- 
rective therapists registered as active members 
of the Association for Physical and Mental 
Rehabilitation. There are more than three 
thousand members in the Association for 
Physical and Mental Rehabilitation, includ- 
ing persons in related fields of rehabilitation. 
There is a need for more than four thousand 
corrective therapists in the various rehabilita- 
tion centers. 


Medical School Training 


The problem in the past has been the lack 
of instructions to medical students in indus- 
trial medicine and the compensation aspects 
to medical practice and total rehabilitation.§ 
This contributes to inadequate history taking 
and faulty assaying of disabilities and practice 
in work. It is not difficult to plan a number 
of field trips during the medical school year 
which will make the student aware of the 
industrial physician, and vocational and per- 
sonnel staff as keys to industry and factories. 
This will give the future physician a clearer 
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picture and understanding of work and its 
relationship to illness. 


The Cardiac Patient and Rehabilitation 


In 1949, the Cleveland Heart Society made 
a study which followed the pattern laid down 
by the Massachusetts Heart Association and 
the Bay State Medical Rehabilitation Clinic’ 
The purpose was to provide physicians and 
other units in the evaluation of the potentials 
and suitable placement of incapacitated car. 
diac patients. They also proposed further 
research on the effect of occupation on the 
cardiac patient. They felt that education 
would stimulate social consciousness with the 
removal of patients from public welfare 
rolls; this was integrated with the attitudes 
of insurance companies and workmens’ com- 
pensation and labor unions. The problem 
of the relationship of the family physician 
and the possible encroachment upon his 
rights in his relation to the patients was also 
brought out, and a rule was made that no 
direct therapeutic instructions be given to the 
patients. This was the province of the family 
physician. 


The Rehabilitation of the Tuberculous Patient 


In modern treatment the kind of life to 
which the patient has been accustomed 
should constantly be kept in the forefront.” 
In western hospitals a study of the post 
sanatorium occupations found that all but 3 
per cent had either returned to former jobs 
or were either in some other similar field. 
In this way patients are helped to recognize 
the importance of economic stability. Re- 
habilitation of a patient is adult education. 
Adults can learn and are the better for it. 
It is sound therapy and sound economics to 
have the patient use his time in the hospital 
to advance himself. Unless the mind is af- 
fected, the time spent in bed ungainfully is 
irretrievably lost. Motivation along the lines 
of work demonstrates most tellingly that the 
patient is expected to get better. 


The Practitioner and Job Understanding 


The general practitioner cannot work be- 
hind the desk and have factual information 
flow toward him, but must frequently step 
out and continuously appraise himself of job 
requirements and situations, and only in this 
way can he fully comprehend the dangers and 


the responsibilities of a work situation. 
The firsthand appraisal of a job, plus good 
clinical judgment, is excellent teamwork be- 
tween the physician and a job supervisor. The 
capabilities of the patient and the require- 
ments of the job must be in harmonious 
balance. 


The Negative Approach of Rest 


The emotionally disturbed patient does 
not become less disturbed by running away 
for awhile, or on being told to “lay off” until 
he gets better, only to return in a few weeks 
to the same problem.!? The family physician 
should recognize that a short rest period may 
be effective in emotional disturbances. He 
should have an awareness of over-all job re- 
quirements, home responsibilities, and de- 
velop a consciousness of the need of listening 
and help both on the job and at home. 


Assessment of Work Capacity 


The re-orientation of the outlook of the 
medical practitioner is necessary in the broad 
field of rehabilitation.1* The acceptance of 
this concept by labor, and the employer has 
been established. The doctor’s attitude 
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toward capacity for work must ultimately be 
reflected in the individual patient. The doc- 
tor can and must play a role in assessing the 
capacity for work in the chronically ill and 
physically impaired. 

Assessment of capacity for work is a com- 
plex problem. It is hardly touched on 
in medical training. How often is it con- 
sidered realistically by the general practitioner 
or the specialist. There is no simple formula 
to evaluate capacity for work or the require- 
ments of a job. There are hosts of factors, 
personal and environmental determining 
physiologic capacity. Psychologic reactions 
and incentives to work are even more diffi- 
cult to classify. Present technics for meas- 
uring job-requirements and the physical and 
mental capacity are only approximate guides 
and there is substantial error in both. The 
physician must know how to weigh the “will 
to do” and persuade the employer to “the 
will to try.” How to persevere through a 
morass of failures is oftentimes a true test of 
the total capacity of the handicapped patient. 


Attitudes of the Disabled 


It is conceivable that the disabled, on leav- 
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ing the hospital, may adopt a number of dif- 
ferent behaviors. He may wish for the un- 
obtainable past. He may place himself in the 
minority of a similar situation and make him- 
self acceptable for a work situation, or he may 
overcompensate his residuals and run the 
risk of losing out because of his very aggres- 
siveness. 

The reaction of the community in war- 
time with its mass hysteria and war casualties 
gave stimulation to rehabilitation because of 
the attitude that perhaps a similar fate might 
await others. A guilt feeling because of a 
more fortunate position, and the social obli- 
gations often compelled the group to accept 
certain civic responsibilities which it would 
otherwise dismiss. During peace-time this 
feeling did not carry over, and the physician 
should be aware that the chronically ill person 
has an extremely difficult time even to be 
considered in the employment field. 


The practitioner in listing those factors 
which make for good work efficiency would 
note: (1) the absence of residual complaints; 
(2) a previous conscientious personality; (3) 
a defiant but realistic attitude toward a dis- 
ability; (4) and that anxiety and a threat 
about future security might place the handi- 
capped individual in an_ inferior work 
position. 

Balancing the above, unsuccessful resettle- 
ment is felt to be caused by: (1) the presence 
of residual complaints, relapse lesions of the 
stump in amputee; (2) domestic derange- 
ments brought on by disablement; (3) ab- 
normal psychologic reactions to the disability; 
(4) basic intelligence too high or too low for 
the job; and (5) resentment or depression 
causing patients to withdraw socially, being 
ill-suited to join a working community. 

We would like to suggest a symmetric 
design which is self-explanatory (Fig. 1). 

What must each member of the team come 
with to insure adequate team function?" 

1. A basic desire to provide the best pos- 
sible service to the patient and his family 
and to use his own and the team’s best abil- 
ity toward this end. 

2. An understanding of his own functions 
with an acceptance of the limitation of his 
function. He must know what his training 
equips him to do best. 
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3. A skill in carrying out his function, 
He cannot rest on what is_ theoretically 
understood as a function of a particular djs. 
cipline. It is the way in which this func. 
tion is carried out in practice, and the skil] 
with which each of a professional discipline 
does his particular job that will, in the long 
run, determine the way in which he may be 
used within the teamwork relationship. 

4. A respect for the contribution he can 
make to the patient and to the other members 
of the team. 


5. An ability to convey an understanding 
of his function and his knowledge to the 
other members of the team. He must be able 
to present his findings and evaluation clearly 
so that they are understandable to others. 


6. A desire and ability to work with other 
professional groups. 


7. A respect for the contribution of the 
other members of the team. Inherent in this 
is the responsibility to learn what other mem- 
bers of the team consider their function and 
contribution. He must be sensitive to what 
he can learn from others to improve and 
supplement his own particular service. 


8. An understanding of how to use the 
skills of the other members of the team. 


The leader of the team must come with all 
of these plus additional skills in leadership. 


We would like to suggest, after review of 
previous thinking, that the medical practi- 
tioner assume an active role on the rehabili- 
tation team. 
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Close Liaison of the Phystatrist with 
Industry: Its Need in Follow-Up Reports* 


REX O. McMORRIS, M.D.,t+ Louisville, Ky. 


IN THE REHABILITATION OF THE PHYSICALLY cannot be considered for the person suffer- 
HANDICAPPED, a team of highly trained pro- ing irreparable brain damage, or because of 
fessional people is required to apply an inten- age, or combined limitations, physical, edu- 
sive program that approaches the individual cational, or age. The group of individuals 
as a whole. It is becoming increasingly evi- | who do show the potential ability to go back 
dent that the physiatrist must assume a major into an industrial vocation need more ex- 
role as a member of this team. Such a pro- _ tensive and specialized services. Such poten- 
gram will make it necessary for the physiatrist _tialities are recognized only by adequate 
to maintain close liaison with industry and __ physical and mental evaluation of the individ- 
the industrial physician. ual plus a knowledge of the vocational goal. 
It is the rare community in which integra- Close liaison with industry will furnish the 
tion of the agencies is such that the busy _ Physiatrist and his staff with valuable in- 
physician can work closely with the social formation concerning potential jobs which 
worker, vocational counselor, psychologist, will assist in evaluation, as well as help direct 
physical therapist, occupational therapist, future vocational training. 
speech therapist, or any other representative It has been said that it is the physician’s 
of the disciplines indicated and necessary in _ responsibility to evaluate the physical capaci- 
the total care of his patient. Thus, as this ties of the handicapped individual in terms 
modern concept of total rehabilitation gains of their vocational potential.1 In order to 
acceptance, more and more handicapped in- adequately arrive at this conclusion, one must 
dividuals are being referred to the physiatrist | use information offered by other members of 
who is in a position to integrate these services. a functional team. Without naming the par- 
ee iad ticular functions, the vocational counselor, 
The Physiatrist’s Responsibility psychologist, occupational therapist, physical 
One of the major parts of a rehabilitation therapist, in fact, all members of a complete 
program is the vocational problem of the ehabilitation team can help evaluate physical 
physically handicapped person. In cases, other Capacities. The establishment of physical 
than the acute or short-term disorders, he Capacities can be determined by an analysis 
may have to be trained in a new vocation. Of the criteria of physical capacities suggested 
In some severe disabilities training may be by the Department of Labor, Bureau of Em- 
only in housekeeping so that the spouse may ployment Security, in Washington, D. C.? 
assume the wage-earning role. Or one may | When these analyses are then matched with 
train the individual in the activities of self- analyses makes 
care to free an obligated person in the house- harmonious a. However, there oe 
hold for work. Many times vocational goals of which 
mae maintain such a program of job analysis for 
on abbysical Medicine and Re- obvious reasons. A close relationship should 
tual Meeting, Houston, Tex., November 14-17, 1955. assist both the physiatrist and these small in- 
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capped. It has to be a more personal and joint 
effort in these cases. 


The Sheltered Workshop 


One of the shortcomings in many of the 
rehabilitation programs directed by physia- 
trists is the lack of an adequate sheltered 
workshop. This is accepted as an important 
facet of a total program. The modern defini- 
tion of a sheltered workshop is an area in 
which the individual can go through a period 
of work conditioning, a place that can be 
utilized for final evaluation of an individual’s 
work potentialities. It is the common practice 
in these areas to manufacture some saleable 
article, even though it is not on an industrial- 
ly competitive basis but gives the patient a 
feeling of cooperative effort in the production 
of economically valuable material.* Some 
sheltered workshops in the United States have 
broadened this principle to the point of doing 
highly competitive work using permanently 
employed handicapped people. Sometimes the 
severity of the disability makes it necessary 
that the individual consider the sheltered 
workshop as his vocational goal, and these 
types of cases soon monopolize the whole 
facility. When these conditions obtain, it 
should no longer be considered a sheltered 
workshop. It should either be considered a 
modified industry, or the previous definition 
should be changed to apply to a prevocation- 
al training area. The sheltered workshop, or 
prevocational training area is an ideal place 
for industry and the physiatrist to work on 
common ground. Industry can suggest and 
provide projects. The rehabilitation team can 
complete evaluations in this area for a more 
correct vocational recommendation. Industry 
can see the so-called handicapped individual 
at work. Job-task assignments can be worked 
out in such an area as described by Usdane.* 


Placement Problems 


Some industries have taken very definite 
aggressive steps in answering the need of a 
job analysis and have done good work in 
hiring the handicapped. But in certain areas 
there is a very definite need of organization 
of this type of activity to answer the require- 
ments of our rehabilitation programs. The 
general nature of this condition is pointed 
up by the many organizations devoted to, and 
national fervor for, hiring the handicapped. 
One of the most important contributions that 
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medicine can make in this effort is to fulfil] 
our obligation in informing industry of our 
programs and what we are attempting to do 
with the physically handicapped to prepare 
them for vocational goals. 

In a recent survey in a centrally located 
city in the United States, 23 large industries 
were asked only whether they hired the handi- 
capped. Most of the employers were complete. 
ly willing to answer the question put to them; 
a small number became defensive of their 
policies. The tabulation of these answers re. 
sulted in 10 employers who hire the handi- 
capped, 13 employers who do not. Industry 
has many problems in employing the handi- 
capped individual, as cited in a survey by 
Barton and associates.> Out of 56 inquiries 
with the question, “If you have additional 
comments or criticisms regarding the employ- 
ment problem of the physically handicapped, 
will you please note them for us?”, 40 em- 
ployers replied that they had had favor- 
able experience with handicapped workers. 
Eighteen, however, stated that they had very 
limited opportunities for the handicapped 
person in their company because of the na- 
ture of the work. Fourteen stated that Work- 
men’s Compensation Laws and high liability 
for disabled workers’ injuries was discourag- 
ing employment of the handicapped. Five of 
the companies pointed out that they needed 
versatility in their employee, especially in the 
smaller plants. Nine companies stated that 
seniority regulations of labor contracts kept 
the handicapped out of jobs that they other- 
wise could handle. Four other companies 
stated that labor was not behind the efforts 
to hire the handicapped. If you notice, the 
companies pointing out the failure of labor 
and unions to recognize the needs of the 
handicapped individual was a very small per- 
centage. In certain areas organized labor has 
shown an awareness of the need for place- 
ment of these individuals by including reg- 
ulations in some of their new contracts, waiv- 
ing seniority rights in favor of the handi- 
capped. 

Many varied conditions in a heterogenous 
group of companies and factories, plus the 
many hazards and variabilities within a spe- 
cific job, make job analysis difficult within 
itself. Consequently, each company attempts 
to modify the procedure of job analysis to fit 
its particular needs. Dr. E. A. Irvin, the Med- 
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ical Director of Ford Motor Company in 
Dearborn, Michigan, recently stated that it 
is necessary for the plant physician to evalu- 
ate the handicapped person’s abilities for 
placement because, in spite of job analyses 
and assessments of job requirements, industry 
will still rely on the immediate supervisor's 
recommendation of this person’s ability to 
perform a specific job. Although this is true, 
the physiatrist can be of great assistance to 
the industrial physician by furnishing meas- 
ured data concerning physical abilities. 


Referral and Service 


What information does industry want from 
the physiatrist? Barton and associates’ found 
this in answer to the following question, 
“When assessing the employability of a physi- 
cally handicapped application, what informa- 
tion and knowledge do you particularly want 
to have?”; 34 of 59 wanted to know the de- 
gree of disability and what the physical lim- 
itations and abilities were. The medical in- 
formation desired was complete medical his- 
tory and report, diagnosis, nature of disabil- 
ity, cause of disability, and duration of dis- 
ability. Fourteen wanted to know if there 
was any special hazard of accidents involved 
for the disabled worker, and whether there 
was a hazard for accidents to the fellow work- 
ers. Four wished to know if the job would 
aggravate the disability. It is our responsibil- 
ity, as medical coordinators of consultative 
services and as leaders of rehabilitation teams, 
to furnish industry with these answers. 

Industry expects the physiatrist, as well as 
any other physician providing medical serv- 
ices, to be considerate of the person referred 
as to time involved for treatment. Many of 
the people served are on piecework, and 
every minute is valuable to them because they 
usually are treated during their work day. 
Time obligated by the physician is also costly 
to the company in terms of reduced produc- 
tion. The lost man-hours are reflected in in- 
surance rates. Unnecessary loss of time could 
be obviated by the conscientious scheduling 
of time for treatment by the physiatrist. Close 
liaison with each industry and direct contact 
with the company will furnish the physician 
with detailed information concerning each 
case. 

Motivation and Industry 


We have been talking primarily of physical 


LIAISON OF THE PHYSIATRIST WITH INDUSTRY—McMorris 489 


disability and physical factors concerning the 
handicapped, but there is much more that 
needs to be known about an individual for 
industrial employment. Surely, we need the 
psychometric test and a psychologic interpre- 
tation of intelligence. It is necessary that we 
measure the individual’s mental abilities and 
disabilities. The results of these tests help us 
guide the person needing vocational objective 
clarification or training. More specifically, 
we need the personality tests that tie in so 
closely with that great factor,—motivation. In 
a recent interview with the Medical Director 
of a large company in our area, it was stated 
that the individual’s attitude toward his job 
and fellow workers, and his motivation to 
succeed, were much more important in suc- 
cessful placement of the physically handi- 
capped than his physical disabilities. This is 
a much quoted phrase but needs to be re- 
emphasized as often as the industrial phy- 
sician sees it in the physically handicapped. 

Industry is, of necessity, a highly competi- 
tive business. Competition makes for greater 
productivity on every job within the indus- 
try. Production is thus an index of how well 
certain work is being performed. This makes 
competition at a high level for each individ- 
ual job. No matter how hard we try, many 
individuals retain a dependence on their dis- 
ability to assist them in competition in jobs. 
This unfortunate philosophy in certain in- 
dividuals is the basis for a recent remark by 
an industrial physician, that they have had 
to let people go because they cannot seem 
to understand that the job they have been 
employed to do is not’a “handout.” Another 
company representative stated that referred 
persons should understand that their com- 
pany is not a welfare agency. The mistake of 
referring poorly motivated and oriented per- 
sons for highly competitive jobs can be 
avoided by the physiatrist, because he ordinar- 
ily has had prolonged relationships with each 
patient and information from other members 
of the team throughout a program of re- 
habilitation. Close liaison with industry will 
serve to teach the physiatrist some of their 
problems in relation to hiring the handi- 
capped and keeping him on the job. 


Follow-up Studies 


Everyone in the field of rehabilitation of 
the handicapped concedes the value of fol- 
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low-up studies, the main objectives being to 
evaluate the results of a program from all 
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TABLE 1 


STATISTICAL ANALYSIS SHEET 
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aspects. This evaluation then will point out 
the weak spots, and changes can be made to 


REHABILITATION CENTER, INC. 
340 East Madison Street 


Patient Number 


Louisville 2, Kentucky 
FOLLOW-UP FORM 


Time since discharge 


Date 


NAME Age. Sex Race. 
Address 

Referred by Dr. Agency 

Diagnosis 

Disability 


Duration of disability before admission 


Total short treatments 


Examined Treated 
During weeks. 
Inpatient Outpatient 
SEEN BY: Consultant: Medical 
Other 


Physical Therapy 
Occupational Therapy 
Activities of Daily Living 
Psychology 

Social Services 

Speech Therapy 
Vocational Services 
Prosthetic Clinic 
Recreational Therapy 


TYPE OF PROGRAM: Definitive 


Total half-days of treatment 


Total full days of treatment 


Homebound 


Number of times 


Supportive 


TOTAL COST OF TREATMENT: (Potential, at full rate, paid or not) 


Paid by 
Actually paid: 
Patient % 
Insurance %o 
Agency % Specify 
Other % Specify 
DISCHARGE: Regular Self Furlough 


Reason 


Date 


TO: Family Physician 


Agency (specify) 


Home Nursing Home 


O.V.R. 


Training school 


Direct placement 


School 


Former job 


Referred for definitive treatment 


Page One 
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improve such a program. For instance, the 
following questions are among some of the 
most important that should be answered by 
a follow-up study: Were we correct in our 
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TABLE 2 


STATISTICAL ANALYSIS SHEET 
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assessments? Did we apply the right treat- 
ment long enough or intensively enough? Did 
we recommend the correct training? How 
successful is this individual in his job? Is it 


INSTRUCTIONS GIVEN ON DISCHARGE 
Home program 
Recheck in Center 
Final recheck 


READMISSION 


in Field Clinic 


Reason 


MOBILITY STATUS: 


Ad- 
mission 


Unassisted walking 


Study Data 


Dis- One Two 
charge year years 


Five 
years 


Limited walking 


Mechanically) Full ambulation 


assisted ) Limited ambulation 


Wheel chair 


Bedfast 


If amputee, does he use 
prosthesis? 


SELF CARE STATUS: 


No self care 


Some self care 


Complete self care 


SELF-SUPPORT: 


None 


FOR ADULTS ONLY 


Partial 


Complete 


If not complete, by: 
Family 
Agency 


%o % % 


Name of Agency— 


Before Ad- 
disability mission 


Employed ? 


Dis- One Two 
charge year years 


By whom 


No. hrs. per week 


Description of work 


Level of employment, 
(skilled, semi-skilled, etc.) 


Earnings (indicate by 
week or month) 


ADJUSTMENT: 


Patient’s evaluation 


Employer's evaluation 


Page Two 
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economically practical for this person to con- 
tinue in his job? How does his participation 
in industry affect his social life as to family 
or community? Many other equally important 
answers can be gained by an adequate study. 

At this time, we are in the embryonic 
stage of follow-up studies that concern the 
infant rehabilitation programs as they are to- 
day. Probably the most all inclusive study, 
which is quite complete but possibly requir- 
ing too many man hours of work for the aver- 
age physiatrist in practice, is that done by the 
Department of Physical Medicine and Re- 
habilitation, New York University College of 
Medicine.® The National Society for Crippled 
Children and Adults is now conducting a 
comprehensive study of follow-up reporting. 
The Conference on Rehabilitation Centers 
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will probably soon attempt to standardize 
these studies. 


In our particular area, we have been ex. 
perimenting with several methods. The 
method that we will finally adopt will prob- 
ably be one that fits well into an I. B. My. 
statistical analysis. Tables 1 and 2 illustrate 
a sample statistical information form. This 
sample form is actually a composite of pieces 
borrowed from many different areas and 
thrown together to be used as a trial survey, 
and is not completely satisfactory. Tables 3 
and 4 illustrate the questionnaire that goes 
into the letter sent to the patient. These forms 
were used in a one year follow-up study of 
134 consecutive, adult patients discharged 
from the Rehabilitation Center, Inc., of Louis. 
ville, Kentucky. Thirty-four were excluded 


TABLE 3 
QUESTIONNAIRE 


REHABILITATION CENTER, INC. 
340 East Madison Street 
Louisville 2, Kentucky 


1. Name 


Date. 


Address 


2. Have you suffered any new injury or illness since discharge from the Rehabilitation Center [ 


If so, what— Illness (1 


3. Are you now— 


Injury © 


[1 Confined to bed? 
© Confined to wheel chair? 
© Doing some walking with crutches or cane, but still using wheel chair? 
— +Using cane or crutches, but no wheel chair? 
© Doing some walking without crutches or cane, but still using them, or a wheel chair sometimes? 
(J) Walking completely without crutches, cane or wheel chair? 
4. If you have an artificial arm or leg, do you use it— 
time? 
«CPart =time? 
None? 
Reason 


5. Are you able to care for yourself— 
Completely? 
#Partly? 
O Not at all? 

6. Are you working (or at school)— 
School? 
«Full time? 


Part time 


hours a week? 


Page One 
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TABLE 4 
QUESTIONNAIRE 


7. For whom do you work? 


. What is your job? 


. Do you like your job? 


o @ 


Very much? 
Fairly well? 


OO No? Give reasons 


10. Do you feel you are doing a— 
0 Good job? 
O Fair job? 
Poor job? 


ll. How much are you earning? 


12. How much financial help are you receiving from— 


Your family 


U.M.W.A. 


Aid to Dependent Children 


Insurance 


Welfare 


a 


Other (please name) 


13. Comments: 


Page Two 


because of incomplete programs, subsequent 
or concurrent disease, inadequate study, and 
patients remaining as active cases. In the re- 
maining 100 cases, it was found that approxi- 
mately 58 per cent of the patients were gain- 
fully employed. Disability varied widely in 
these, ranging from less severe traumatic and 
organic lesions to the severely handicapped, 
bedridden patient. Eighty were treated as out- 
patients and twenty as inpatients. No attempt 
is made to report all aspects of the survey at 
this time. 

This type of follow-up is considered inade- 
quate in its method of case selection, scope of 
questionnaire, and many other aspects. But 
I feel that this is a problem that is quite uni- 
versal. In our particular setup we do not have 
the services of a research analyst, and I doubt 
if many physiatrists do. It is hoped that at- 
tempts to standardize these surveys will be 
successful. The industrial or vocational aspect 
of follow-up studies, of course, is only one 
phase of a complete study but is being em- 
phasized here to indicate some of the prob- 
lems and show some of the data that can be 
gathered. 


Summary 


In approaching the problem of rehabilita- 
tion of the physically handicapped person as 
a whole, an attempt has been made to show 
why the physiatrist must maintain close 
liaison with industry and obtain follow-up 
reports. Some of the mutual problems of 
medicine and industry have been cited that 
have reference to placing and keeping a 
handicapped individual on the job. It is 
hoped that I have conveyed the idea that this 
is much easier said than done. 
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Discussion (Abstract) 


Dr. Howell Brewer, Shreveport, La. The first im- 
pression made by this paper was that it presented an 
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academic ideal of a highly trained industrial Doctor 
of Medicine specialized in Physical Medicine and 
Rehabilitation plus other broad experiences. 

The team approach is referred to but is not de- 
veloped in the paper. The major thesis of the dis- 
cussion seems to be an effort to make the physiatrist 
responsible for all the duties of an adequate team 
composed of personnel consisting of psychiatrists 
and/or psychologists, vocational counselor, social 
worker, legal advisor, training and placement officers. 
Alé of this is in addition to his immediate responsibili- 
ties to his personal staff in the actual treatment of 
patients. However, upon further study, I am ccn- 
vinced that Dr. McMorris has proposed the ideal and 
is to be congratulated for the excellent proposal he 
has made. A few government agencies have an arrange- 
ment whereby the patient leaving the Physical Med- 
icine and Rehabilitation Service is referred to the 
vocational advisor, if his services have not been previ- 
ously obtained; then the medical consultant (in some 
cases a physiatrist) determines the disabilities and 
records them as limitations, and then he is sent to a 
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training officer who also acts as the placement officer, 
After placement, the field supervisor takes over. The 
field supervisor’s reports are sent to the training center, 
Therefore, this arrangement would not meet the re. 
quirements of this paper because the physiatrist has 
lost control and supervision. 


In an effort to make this dream come true, I have 
searched carefully for data on personnel and qualifica. 
tions, and have found a classification known as 
Counseling Psychologist with a Ph.D. Degree. I know 
a few personally. The job description listed as their 
qualifications include the following: Job analysis, and 
evaluation of the individual applicant’s abilities, jp. 
cluding testing, individual counseling, group counsel. 
ing, placement, follow-up, legal ramifications, knowl- 
edge of union rules and regulations, insurance and 
social security, consultation, administration, and finally 
research. 

If such an individual can be employed, it would be 
possible to maintain necessary public relations and 
adequate liaison with industry to make this dream 
economically possible. 
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Regression of Pulmonary Hypertension 


in Postoperative Mitral Stenosis 


]. GERARD MUDD, M.D.,* C. ROLLINS HANLON, M.D., and 
WILLIAM F. KISTNER, M.D.,t St. Louis, Mo. 


These studies give objective evidence of the improvement in pulmonary hypertension 
accomplished by commissurotomy. It is through this means that the 


patient gains a prolongation of life. 


A MAJOR OBJECTIVE in the surgical treatment 
of mitral stenosis is relief of pulmonary hy- 
pertension. This hypertension has a dual 
mechanism, primarily the stenotic valve, and 
secondarily the altered pulmonary vascula- 
ture. Enlargement of the stenotic orifice im- 
proves the valvular component immediately, 
but the improvement in pulmonary hemo- 
dynamics is more gradual. There is no doubt 
that the pulmonary vascular changes regress 
in many cases. We have attempted to assess 
the rate and magnitude of this regression. 

It is widely recognized that the assessment 
of benefit after mitral valvotomy must dif- 
ferentiate the effects of surgery from those 
of psychotherapy, drugs, bed rest and other 
adjuvant measures. Numerous excellent at- 
tempts'® have been made to quantitate ob- 
jectively the preoperative and postoperative 
status of the patient. Our method of classi- 
fication is based largely on cardiac output 
and pulmonary artery pressure as determined 
by catheterization of the right side of the 
heart. The following is the classification of 
pulmonary artery pressure in patients with 
mitral stenosis which we have used. 


Classification of Pulmonary Artery Pressure 


I. Normal pressure at rest and exercise. 


Il. Resting systolic pulmonary pressure 
below 40 mm. Hg.; rises promptly with 
mild exercise. 


III. Resting systolic pulmonary pressure 
above 40 mm. Hg.; rises with mild ex- 
ercise. 


*Public Health Service Research Fellow of the National 


Heart Institute. This work was su rted by a grant f 
the National Institute of Health. 
_tFrom the Departments of Medicine and Surgery, St. Louis 
University School of Medicine, St. Louis, Mo. 


IV. Pressures elevated and cardiac output 
fixed. 


The advantages and disadvantages of this 
classification in comparison to numerous 
others will not be discussed. It is sufficient 
here to point out that some patients in Class 
II, by the “functional” American Heart As- 
sociation classification, are categorized as 
Class I in our grouping because of the lack 
of pulmonary hypertension with exercise. 
Conversely, some patients categorized as Class 
I by the American Heart Association classi- 
fication may show pulmonary hypertension 
which places them in Class II by our classifi- 
cation. 


Technic 


Catheterization of the right heart is done 
according to the usual method.* The blood 
oxygen (vol. per cent) was determined by the 
Van Slyke method with checks on all blood 
samples. The specimens are also run through 
an Oximeter Cuvette (Waters Co.) for satura- 
tion determinations. 

Expired air of the patient is collected in 
Douglas bags. Originally oxygen and carbon 
dioxide percentages were determined on the 
Scholander machine? and the volume deter- 
mined from a Tissot apparatus. We are pres- 
ently determining the gas percentage by use 
of a Beckman oxygen analyzer (100-160 mm. 
Hg. partial pressure rating). The carbon di- 
oxide percentage is calculated, using the 
method described by Behrmann and Hart- 
man.® The total volume of air is determined 
through a Wet Test Meter. This method of 
gas analysis is found to be accurate and less 
time consuming. 


Pressures are recorded through Statham 
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strain gauges, Hathaway galvanometers and 
a Hathaway Oscillograph. Mean pressures 
were calculated originally by planimetry; 
however, since one-third of the pulse pressure 
added to the diastolic pressure gives mean 
pressures within two or three mm. Hg. of 
that determined by planimetry, we no longer 
use the more elaborate planimetric method. 

Exercise is performed on a machine copied 
after that described by Bronfin.® The amount 
of work done is comparable to the exercise 
performed by a man walking on a level at 
three miles per hour. 

Cardiac output is determined according to 
the Fick principle, and the total pulmonary 
resistance according to Poiseuille’s formula. 


Clinical Studies 


Thirty-one patients with mitral stenosis 
were catheterized before operation and at 
least 6 months thereafter (Table 1). Seven 
patients had a third catheterization from 18 
to 23 months after operation. Of the 31 pa- 
tients, there were 5 in our Class II, 20 in 
Class III and 6 in Class IV. 


The criterion of objective improvement 
was a fall of 10 mm. Hg. or more in the 
mean pulmonary artery pressure after opera- 
tion. In patients with extreme pulmonary 
hypertension this degree of fall may be readily 
achieved, and falls of mean pressure of 30 
mm. Hg. or greater are recorded in this 
series. However, when the pressure is in the 
lower ranges before operation, it may fall 
very little despite a technically satisfactory 
opening of the stenotic valve. Moreover, in 
an unselected series of patients, there will 
be some in whom valvotomy is impossible 
or unsatisfactory due to excessive calcifica- 
tion, predominant regurgitation or other fac- 
tors. It is apparent, therefore, that some pa- 
tients are included despite the failure to re- 
duce significantly their pulmonary pressure; 
in many it was the surgeon’s impression that 
the valvotomy had been technically less than 
ideal. 


Results 


Of 31 patients who had cardiac catheteriza- 
tion approximately 6 months after operation, 
17 showed improvement as judged by a sig- 
nificant fall in pulmonary artery pressure. In 


TABLE 1,A 


CLASS II MITRAL STENOSIS 


(PA pressures less than 40 mm. Hg. systolic at rest: 
elevated with exercise) 


Initial Pressures mm. Hg.s/d,m Cardiac Index 
Time Elapsed Pulmonary Artery Wedge L/min/sqM 
At Rest Exercise Rest Exercise 
35/21,26 50/17,29 19 3.13 
7months P.O. 36/21,26 57/28,39 21 462 60 
H.H. 30/18,22 54/29,40 20 3.6 44 
7 months P.O. 50/34,40 2.86 3.38 
H.B. 22/11,15 49/2030 11 264 33 
9 months P.O. 24/14,18 38/23,28 ll 
D.C. 38/20,26 48/24,32 22 1.32 2.93 
6 months P.O. 3.73 
TR. 30/15,21 56/34,42 3.17 4.38 
8 months P.O. 44/19,28 60/28,39 27 3.62 4.94 
TABLE 1, B 


CLASS III MITRAL STENOSIS 


(PA pressures greater than 40 mm, Hg. systolic at rest; 
elevated further exercise) 


Initial Pressures mm. Hg.s/d,m “PC” Cardiac Index 
Time Elapsed Pulmonary Artery Wedge L/min/sqM 
At Rest Exercise Rest Exercise 
M.C.T. 74/36,52 86/42,63 40 44 6.2 
7 months P.O. 58/20,44 98/36,58 2.6 4.7 
C.L. 60/27,44 78/32,55 3.04 4.92 
9 months P.O. 54/30,34 78/36,53 3.27 4.80 
23 months P.O. 54/31,39 62/42,50 2.80 3.31 
M.Q. 70/20,40 26 2.28 
7 months P.O. 59/28,39 94/36,56 23 2.05 3.45 
20 months P.O. 48/30,37 92/40,55 1.34 
R.C, 67 


7 months P.O. 44 
19 months P.O. 38 


LK. 103/36,67 117/42,76 5.00 65 
9 months P.O. 42/27,33 48/27,35 18 645 88 
D.McD. 103/57,65 156/77,98 31 1.10 1.54 
6 months P.O. 37/14,22 66/26,40 14 2.29 3.38 
1.H. 64/21,38 20 23 

6 months P.O. 52/20,36 75/32,46 3.34 3.01 
96/39,50 116/44,60 27 1.69 1.90 
8 months P.O. 1.76 

M.K. 66/22,59 80/33,68 3.0 

9 months P.O. 35/18,24 62/28,42 24 3.0 4.82 
O.D. 40/17,25 68/21,34 2.78 3.10 
8 months P.O.  38/25,30 54/26,36 3.1 3.76 
18 months P.O. 53/26,36 22 

M.M. 

6 months P.O. 

C.B. 45/24,32 60/33,43 24 2.6 
7months P.O.  38/24,29 56/29,39 2.83 3.05 
E.G. 67/28,42 78/32,47 3.18 3.65 
7months P.O. 54/24,35 65/20,42 232 2.41 
LJ. 54/32,40 67/39,49 3.0 3.56 
8 months P.O. 40/24,30 47/29,36 28 2.65 3.35 
Sr.C. 41/21,28 67/3748 26 5.2 4.15 
7months P.O. 33/17,21 36/24,28 12 $.57 4.05 
A.C. 51/30,38 78/41,54 38 3.9 

7 months P.O. 38/20,30 46/30,36 3.01 4.08 
L.B. 42/21,28 46/22,30 22 241 3.26 
8 months P.O. 36/16,21 49/30,37 249 3.10 
M.V. 66/34,45 76/36,50 2.44 

6 months P.O. 55/27,37 76/36,50 2.68 

I.D. 68/30,43 30 2.74 

6 months P.O. 40/21,28 

M.H. 58/28,38 87/44,59 27 246 2.64 


6 months P.O. 70/34,46 104/54,77 22 «63.07 3.43 
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TABLE 1, C 


CLASS IV MITRAL STENOSIS 
(PA pressures elevated at rest and exercise and C.O. fixed) 


Initial Pressures mm. Hg.s/d,m “PC” Cardiac Index 


Time Elapsed Pulmonary Artery Wedge L/min/sqM 
At Rest Exercise Rest Exercise 
AB. $4/20,25 62/26,39 2.82 2.54 
months P.O. 31/17,22 45/18,28 1.97 2.52 
M. McL. 116/58,76 178/62,102 3.82 4.85 
gmonths P.O. 77/36,50 112/50,78 27 2.16 3.2 
20 months 65/30,44 94/52,66 31 2.79 2.82 
E.H. 95/41,59 144/64,91 1.76 1.83 
8 months P.O. 60 
M.H. 78/36,60 119/54,82 35 2.42 2.47 


7months P.O. 42/23,30 57/25,37 15 2.63 2.38 
22 months P.O. 31/18,23 $8/20,26 16 2.39 2.87 
T.H. 72 90 


10 months P.O. 66/30,44 126/52,70 2.44 3.4 
21 months P.O. 68/36,48 101/60,78 3.3 4.0 
E.H. 74/40,52 140/70,97 30 1.41 1.69 
6months P.O. 70/38,49 110/53,73 2.80 2.97 


the remaining 14 patients, the pressure fell 
slightly or not at all; in some it was even 
higher. 

Seven of these 14 patients had fairly severe 
associated regurgitation, in 3 others the sur- 
gical correction was inadequate because of 
heavy calcification or other technical impedi- 
ment, and in 4 the over-all result was sub- 
jectively good and there was some fall in 
pulmonary artery pressure although the cri- 
terion of a 10 mm. Hg. fall was not met. 


It is not our purpose to evaluate the over- 
all results of mitral commissurotomy, but 
merely to trace the progressive course of the 
pulmonary artery pressure in those instances 
where it was repeatedly determined. 


In 5 Class II patients (resting pulmonary 
pressure below 40 mm. Hg.; prompt rise with 
mild exercise) only one had a significant fall 
in pulmonary artery pressure. With such 
minimal hemodynamic alterations, the lack 
of measurable improvement after operation 
is not unexpected. Despite relatively low 
pulmonary artery pressures, the pulmonary 
biopsy! revealed appreciable vascular altera- 
tions, reinforcing the conviction that severe 
secondary changes are occurring in the lungs 
despite the presumably “early” state of Class 
II patients. 


In 20 Class III patients (elevated pulmo- 
nary pressure at rest and exercise) 12 were 
objectively improved at 6 months. Two of 
these improved patients were recatheterized 
after 18 months and there was even greater 
objective improvement than at 6 months. On 
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the other hand, in 2 who were not improved 
at 6 months, the catheterization after 18 
months showed persistence or aggravation of 
their unimproved state. 

Of the Class IV patients, 6 have been 
catheterized repeatedly. Four have shown a 
reduction in pulmonary hypertension at 6 
months after valvotomy and in 2 there has 
been further decrease up to 20 months. All 
6 patients have been subjectively improved. 


Discussion 


When should the evaluation of a result 
after mitral commissurotomy be made? Di- 
rect measurement at the operating table gives 
some prognostic information and is helpful 
in determining whether further operative at- 
tack on the valve should be carried out. How- 
ever, such measurements do not form a re- 
liable basis for the determination of the ul- 
timate result. 


Catheterization a few weeks after operation 
is somewhat more reliable because the physio- 
logic disturbances of operation are no longer 
present. However, the postoperative pleuritis, 
pericarditis and possibly myocarditis,!‘-"* as 
well as the mechanical restriction of motion 
of the chest wall may make evaluation at such 
an early period unduly pessimistic. If the 
early objective result is good despite these 
modifying factors, one may expect it to be 
even better as time passes, unless some com- 
plication such as frank rheumatic infection 
should occur. 


A six month interval between operation 
and cardiac catheterization allows some de- 
gree of both objective and subjective stabili- 
zation. There may be continued objective im- 
provement in the subsequent year or more, 
but the curve of improvement is much steeper 
in the initial period. Other investigators'+°* 
have reported similar studies. 


One may only speculate on the reasons for 
continuing late objective improvement, since 
follow-up biopsies of pulmonary tissue have 
not been made. There is probably a combi- 
nation of decrease in hypertrophy of mus- 
cular arteries, canalization of thrombotic ves- 
sels and clearing of subclinical pulmonary 
edema as myocardial activity improves. 


The unreliability of a purely subjective 
estimate of results after valvotomy is well 
known. Initially the patient’s relief at sur- 
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viving the operative procedure contributes 
to the euphoria and sense of improvement 
even when the valve was not affected. The 
lapse of 6 months tends to minimize these 
initial psychologic improvements and it is 
our experience that sustained or increasing 
subjective benefit from operation is usually 
correlated with similar improvement in ob- 
jective findings at catheterization. 


Summary 


Pulmonary artery pressure was determined 
in 31 patients with mitral stenosis before and 
at 6 months after surgical treatment. In 7 of 
these patients further catheterization was done 
from 18 to 23 months after operation. 


A fall of 10 mm. Hg. was considered a 
significant reduction in mean pulmonary ar- 
tery pressure. Those patients with such a fall 
at 6 months after operation maintained or 
lowered this reduction in the ensuing year. 

All patients with significant reduction of 
pulmonary artery pressure were subjectively 
improved. 
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Deserpidine (Canescine) for the 
Treatment of Hypertension: 


JOHN H. MOYER, M.D., SAM A. KINARD, M.D., ROBERT 
HERSCHBERGER, M.D., and EDWARD W. DENNIS, M.D.,+ Houston, Tex. 


Another alkaloid of Rauwolfia has been studied and the results described. 


A NUMBER OF ALKALOIDAL EXTRACTS, as well 
as isolated alkaloids, obtained from Rau- 
wolfia serpentina, have been used for the 
treatment of hypertension.' All such prepara- 
tions studied to date have limited clinical 


usefulness, since they are only moderately ef- 


fective in reducing the blood pressure, and 
because they exhibit numerous side actions. 
It is logical that a continued effort be made 
to obtain and evaluate extracts from various 
species of Rauwolfia, that would be capable 
of producing a more effective reduction in 
blood pressure, and with fewer side effects. 
For these reasons the following study was un- 
dertaken with deserpidine (canescine){, a 
pure alkaloid isolated from Rauwolfia canes- 
cens. 

Canescine is an alkaloid isolated from Rau- 
wolfia canescens Linn.* Chemically, cane- 
scine is the trimethoxybenzoic acid ester of an 
alkamine, 11-desmethoxythylreserpate. Phar- 
macologically, canescine is a member of the 
same pharmacological group as reserpine and 
rescinnamine.® 


Methods and Materials 


The course in 21 patients with hypertensive 
cardiovascular disease was followed over a 
period of 3 months or more. These patients 
were treated on an outpatient basis in the 
Cardiac Clinic of a City-County hospital. 
To establish controls, all patients were placed 
on placebo medication. Blood pressures, in 
both the supine and upright positions, were 
taken at weekly intervals for at least 4 visits. 
The control blood pressure represents the aver- 
age values of all the blood pressure determina- 


*From_ the Departments of Medicine and Pharmacology, 
Baylor University College of Medicine, and the Cardiac Clinic 
of the Jefferson Davis Hospital, Houston, Tex. 

tSupported by a grant from the Houston Heart Association. 

3Supplied by Riker Laboratories, Inc., as Recanescine. 


tions during the control period. All patients 
in this study had blood pressures in excess of 
150/100 mm. Hg. during the control period. 

Prior to institution of hypotensive therapy, 
a careful history was obtained on each pa- 
tient. Physical examinations, complete blood 
count, blood urea nitrogen determination, 
urinalysis, electrocardiogram, and chest roent- 
genogram were done. These tests were re- 
peated at two month intervals during the 
study. The patients were seen at weekly in- 
tervals for 3 months or more. The blood pres- 
sure, pulse rate, weight, and symptoms were 
recorded at each visit, and a brief physical 
examination was also made. The criteria of 
response were either a fall of at least 20 mm. 
Hg. of the average mean blood pressure, taken 
in the upright position, or a reduction below 
150/100 mm. Hg., which was considered a 
normotensive level. The mean blood pressure 
was considered as the diastolic pressure plus 
one-third of the pulse pressure. The data of 
response is the average of all determinations, 
starting two weeks after initiation of therapy. 

The patients were divided into two groups, 
on the basis of the upright diastolic pressures. 
Group I consisted of all patients with a con- 
trol diastolic pressure less than 120 mm. Hg. 
and Group II comprises the patients with the 
control diastolic pressure greater than 120 
mm. Hg. (Table 1). 


The patients comprised 20 colored and one 
white patient; there were 7 men and 14 
women. The average age was 57 years with a 
range of 34 to 69 years. 


The average age in Group II is 12 years 
greater than in Group I. Approximately four- 
fifths of the patients had abnormal electro- 
cardiograms, varying from nonspecific T- 
wave changes in 4 patients, to various types 
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TABLE 1 
SUMMARY OF VITAL STATISTICS AND COMPLICATIONS PRIOR TO RECEIVING CANESCINE 


Number of Average Race Sex 
Patients Age w Cc M 
Group I 6 48 0 6 2 
Group II 15 60 1 14 5 
W—wWhite M—Male 
C—Negro F—Female 


Complications of Hypertension 


Abnormal 
F EKG Renal Disease* Cardiac Failure C.V.A,+ 
4 5 3 2 1 
ll 8 8 5 


*Varies from proteinuria to fixed specific gravity and elevated blood urea nitrogen. 


+Previous cerebral vascular accident. 


of conduction defects in 3 patients, and myo- 
cardial ischemia and/or left ventricular hyper- 
trophy in 11 patients. Renal disease, varying 
from proteinuria to elevated blood urea nitro- 
gen and fixed specific gravity, was present in 
11 patients. Of these, 6 had relatively mild 
renal damage consisting of only proteinuria. 

About half of this group had cardiac 
failure. Six patients had previously diagnosed 
cerebral vascular accidents. Three patients 
had retinal hemorrhages. It was noted that 
the patients with cardiac failure also had the 
most severe renal disease. It was also found 
that patients with more severe renal and 
cardiac disease were particularly resistant to 
canescine. 


Results 


The blood pressure response to canescine is 
presented in table 2. The over-all response 
rate, according to the criteria used (i.e., fall 
of mean blood pressure response in the up- 
right position greater than 20 mm. Hg. or a 
return to normotensive levels) was 43 per cent 
(Table 2). Three of 6 patients (50 per cent) 
with control diastolic pressures less than 120 
mm. Hg. (Group I) responded. All of these 
returned to normotensive levels. Of the 15 


patients with control diastolic pressures great- 
er than 120 mm. Hg. (Group II), 6 responded 
(40 per cent). No patient received a dose 
greater than 2 mg. of canescine daily. In 13 
patients the dose was increased from | to 2 
mg. daily, for the purpose of determining the 
optimal dose. Five patients exhibited an addi- 
tional hypotensive response when the dose of 
canescine was increased from | to 2 mg. daily. 
Eight patients failed to show an additional 
response to the larger dose. Only one patient 
in Group I was given a larger dose than | mg. 
of canescine. In table 2, the rate of response 
with canescine (a pure alkaloid) is compared 
to alseroxylon (an alkaloidal extract of the 
whole root), reserpine (a pure alkaloid) and 
rescinnamine (a pure alkaloid).*5 

The side actions of canescine, alseroxylon, 
reserpine and rescinnamine*® are listed, and 
compared in table 3. The most annoying com- 
plaint with canescine was nasal congestion; 
however, the incidence was significantly lower 
than with the other three Rauwolfia prepara- 
tions. This complaint was most annoying at 
night. In this study, 33 per cent of the pa- 
tients noticed some degree of fatigue and 
weakness, and 24 per cent were dizzy at some- 


TABLE 2 


BLOOD PRESSURE RESPONSE TO CANESCINE AS COMPARED TO ALSEROXYLON AND TO 2 PURE 
ALKALOIDS, RESCINNAMINE AND RESERPINE 


Group I 
Drug Total No. Control Diastolic >100 
Patients but <120 mm, Hg. 
Treated Responsi: Normotensive 
Per Per 
No. Cent No. Cent 
Canescine 21 3 50 3 50 
Reserpine 62 13 46 9 32 
Rescinnamine 84 19 45 8 19 


Alseroxylon 118 34 49 30 43 


Group II Total 


Control Diastolic 
>120 mm. Hg. 


Responsive Normotensive Resp i Normotensive 
Per Per Per Per 
No. Cent No. Cent No. Cent No. Cent 
6 40 0 9 43 3 14 
20 59 2 6 33 53 ll 18 
21 50 7 40 48 ll 13 
26 53 12 24 60 51 42 36 


ensive 
Per 
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TABLE 3 
FREQUENCY OF SIDE REACTIONS WITH CANESCINE AS COMPARED TO OTHER 
RAUWOLFIA PREPARATIONS 
Canescine Reserpine Rescinnamine Alseroxylon 
Number of Number of Number of Number of 
Patients Per Cent* Patients Per Cent* Patients Per Cent* Patients Per Cent® 
Number Patients Treated 21 100 62 100 84 100 118 100 
Side Reactions 
Sedation 14 67 47 35 53 
Weight gain 12 57 50 40 62 
Increased appetite 9 43 60 33 61 
Sense of well-being 9 43 35 27 57 
Nasal congestion 9 43 65 51 72 
Weakness and fatigue 7 33 44 15 Il 
Dizziness 5 24 21 5 7 
Dry mouth 3 14 
Constipation 3 14 
Diarrheat 0 0 5 7 6 
Dysuria 0 0 2 2 


*Per cent of total number of patients treated with this drug. 


+Three bowel movements or more per day. 


time during the period of therapy. These two 
side effects were present in about the same 
percentage of patients studied with reserpine, 
but the incidence was lower with either alser- 
oxylon or rescinnamine. Dizziness was not 
associated with excessive hypotension. Seda- 
tion was the most prominent symptom, this 
was more prevalent and less intense than with 
the other three drugs; however, in most pa- 
tients this effect either lessened or disappeared 
as therapy was continued. Sedation was 
marked in only two patients, in neither of 
these was the side effect of sufficient severity 
to necessitate discontinuing the drug. Gain in 
weight, increased appetite and a sense of well- 
being were present in about one-half of the 
patients. Canescine is more nearly comparable 
to reserpine in these three side effects. No 
patients had diarrhea, in contrast to a positive 
incidence with the other three drugs. This 


may be due to the smaller doses of canescine 
used. There was no dysuria. None of the side 
effects were incapacitating, and did not re- 
quire discontinuance of therapy. 

About one-third of the patients who had 
headaches prior to therapy were improved 
during therapy with canescine (Table 4). 
There was not so great an improvement, per- 
centagewise, in headaches with canescine as 
that seen with the other three drugs. Only 
one patient had angina during the control 
period, this was not relieved significantly by 
canescine. About one-half of the patients 
showed a bradycrotic response. Thirty per 
cent of the patients with congestive failure 
prior to canescine therapy were benefited by 
canescine. This was manifested by a decrease 
in the amount of edema, as well as an im- 
provement in dyspnea. 


TABLE 4 
BENEFICIAL EFFECTS OF THERAPY WITH CANESCINE AS COMPARED TO OTHER RAUWOLFIA PREPARATIONS 


Canescine Reserpine Rescinnamine  Alseroxylon 

Manifestations Total number patients Number Per Cent Per Cent Per Cent Per Cent 

with symptoms before Improved Improved Improved Improved Improved 

treatment 

Headache 18 6 33 73 71 75 
Angina 1 0 0 50 42 47 
Sedation 21 4 67 47 35 53 
Bradycrotic response* 21 9 43 71 55 65 
Congestive heart failure 10 3 30 15 32 14 
Abnormal electrocardiogram 16 2 13 5 6 
Cardiomegaly (x-ray) 13 1 8 
Renal impairment ll 0 0 0 0 0 


*Decrease in pulse rate of 10 beats or more per minute in the upright position. 
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Discussion 


Canescine is effective in lowering the blood 
pressure in the severely hypertensive, as well 
as the mild to moderately severe hypertensive 
patient. However, the ganglionic blocking 
drugs such as hexamethonium®? and mecamy- 
lamine®.§ are significantly more effective in 
the severely hypertensive patients. In the mild 
to moderate hypertensive patient, canescine in 
doses of 1 mg. daily is effective in about 50 
per cent of cases. It may be that the response 
rate would have been greater in the milder 
hypertensive group if the daily dose had been 
increased, from 1 mg. daily to 2 mg. daily. 
This is suggested by the fact that 5 of 13 of 
the more severely hypertensive patients in 
Group II showed an additional response 
when the dose was increased from | to 2 mg. 
daily. 

Canescine seemed to be less effective as a 
hypotensive drug than alseroxylon, reserpine, 
or rescinnamine.** Nasal congestion was less 
marked, and less frequent with canescine, 
than was seen in a comparable study with 
alseroxylon, reserpine, and rescinnamine.*® 
Sedation, weakness, and fatigue were more 
prevalent than with alseroxylon, and com- 
parable to the higher incidence seen with 
reserpine. 


Summary and Conclusions 


1. Twenty-one patients with hypertension 
of varying degrees of severity were treated 
with canescine, a purified alkaloid of Rau- 
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wolfia serpentina, on an outpatient basis for 
three months or more. The results were com. 
pared with similar studies using alseroxylon, 
reserpine, and rescinnamine. 

2. Canescine is an effective agent in re. 
ducing the blood pressure of the hypertensive 
patient both in the mild to moderate, as wel] 
as the severe form of hypertension; however, 
the patients who returned to normotensive 
levels were in the milder group. 


3. Canescine appears to be less potent than 
comparable alkaloids and extracts of Rau- 
wolfia serpentina; however, the side reactions 
appear to be less annoying and somewhat less 
frequent. 
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Congenital Anomalies in Children: 


ROBERT J. REEVES, M.D.,+ Durham, N. C. 


Attention is directed to congenital anomalies which at times are misinterpreted 


as those of acquired disease. 


CONGENITAL ANOMALIES IN CHILDREN cover a 
very large category of disturbances. Many of 
these conditions simulate disease and the 
radiologist must be forever on the alert, dif- 
ferentiating the anatomic variations from 
simulated disease. * 

The congenital malformations of the skull 
are quite varied and many of these abnor- 
malities simulate disease. 

The dysplasia associated with meningocele 
is readily recognized since these defects in the 
skull are located near a median plane in the 
sites of the occipital and frontal accessory 
fontanelles. Fibrous dysplasia of the poly- 
stotic type often gives a confusing picture in 
the skull. Craniostenosis often simulates dis- 
ease due to the secondary complications of the 
brain (Fig. 1). 

Changes in the skull are often associated 
with skeletal dystrophies. Cleidocranial dys- 
tosis is characterized essentially by delayed 
and incomplete ossification of the calvarium 


FIG. 1 


Unusual type of craniostenosis. 


FIG. 2 


Changes in the clavicles and scapula as seen in cleidocranial 
dysostosis. 


and hypoplasia of the clavicles. The defects 
in the clavicles vary in extent in different 
cases, the condition most frequently seen 
being an absence of the central portion of 
the bone. Both clavicles may be completely 
absent. In the skull, large unossified areas 
may be seen. Clinically the patients show a 
large head and a small face, but the most 
striking feature is the patient’s ability to 
bring his shoulders together in the midline 
(Fig. 2). 

Osteopetroses is a rare disturbance of bone 
formation which usually begins during the 
fetal period. The entire skeleton is affected. 


*Read before the Section on Radiology, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 

+From the Department of Radiology, Duke University, Dur- 
ham, N. C. 
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FIG. 3 


Generalized osteopetrosis. 


It simulates disease in that there is a failure 
of resorption of the calcified cartilagenous 
matrix during endochondral forma- 
tion, resulting in obliteration of the medul- 
lary spaces (Fig. 3). A somewhat similar con- 
dition was described by Caffey as multiple 
cortical hyperostosis. This condition is not 
an anomaly and simulates disease in that 
there might occur tender swellings in one or 
more of the tubular bones, face, jaws or 
scapular regions. The clinical symptoms other 
than the painful swellings were slight. The 
laboratory findings were little. Biopsy showed 
only hyperplasia of lamellar cortical bone. 


FIG. 4, A 


Caffey’s syndrome. Shows the changes in the skull. 
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The condition ran a definite course and 
cleared up with normal bone appearance 
(Fig. 4, A, B and C). 

Another anomaly associated with abnor. 
mality of the spinal cord is known as dias. 
tomatomyelia. The term means a doubled 
spinal cord transfixed by an osseous or fibro- 
cartilagenous septum. The condition occurs 
usually in low thoracic or lumbar cord (Fig. 
5). 

Oilier’s dyschondroplasia or multiple chon. 
dromata of bone, resulting in shortening and 
deformities, sometimes suggest metabolic dis. 
turbance. The radiologic appearance is suf. 
ficient to confirm a diagnosis and a biopsy is 
not necessary (Fig. 6). A link between an. 
gioma and chondroma is seen in the osseous 
disturbance, first described by Maffucci. 


Hurler’s syndrome or gargoylism may be con- 
fused with Morquio’s disease, chondrodys- 
trophy and hypothyroidism. The skeletal 
changes simulate Cooley’s anemia at times 
(Fig. 7). The spinal involvement, known as 
dystosis multiplex, is a common feature. It 
sometimes resembles chondrodystrophy foe- 
talis. Ellis has reported a number of these 
cases which show the “gargoyle” face and large 
head. The bony deformities are identical with 
those described by Morquio, Brailsford and 


FIG. 4, B 


Caffey’s syndrome. In the long bone. 
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others under the name of chondro-osteodys- 
trophy (Fig. 8). All are dwarfs and show 
varying degrees of imbecility. 

The many other dystrophies and achon- 
droplasias run a gamut of symptoms and may 
simulate a variety of abnormalities. 

The congenital pseudo-arthroses are rather 
rare types of prenatal or neonatal pathologic 
conditions and may also assume many aspects 
of disease. 

In the hands and feet, the secondary centers 
in the phalanges or metatarsals often develop 
multiple foci. We are all familiar with the 
dozens of anatomical variations which appear. 

In the thorax, for instance, the variations 
in the size of the thymus is usually not visible 


FIG. 4, C 


Caffey’s syndrome. Shows healing of the process. 


FIG. 5 


Diastomatomyelia, showing the usual changes in the upper 


FIG. 6 


Oilier’s dyschondroplasia. This was 


a generalized process. 
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FIG. 7 


t 


Morphologic varieties of congenital esophageal atresia (Cour. 
tesy of Vinson and Year Book Publishers. From ‘Pediatric 
X-Ray Diagnosis.’’) 


FIG. 9, B 


; The most common types of atresia. 
Hurler’s syndrome. 


tended with air and the bowel practically 
empty (Fig. 10). The mass and _ peristaltic 
waves are commonly found. 


on the x-ray. The significance of the large 
thymus is often uncertain. Only when there 
are definite pressure symptoms is it necessary 


to give roentgen therapy. FIG. 10 


Esophageal atresia is an anomaly that must 
be diagnosed early and should be suspected 
when a new born infant spits up food follow- 
ing attempts to swallow. More than 70 per 
cent of these abnormalities communicate with 
the trachea or one of the primary bronchi 
through the inferior esophageal segment (Fig. 
9, A). Where such condition is suspected, it is 
a simple procedure to pass a catheter as far 
as it will go or inject 1 cc. of iodized oil 
(Fig. 9, B). 

The most common anomaly of the stomach 
is hypertrophic pyloric stenosis. This is readi- 
ly detected when the stomach is found dis- 


FIG. 8 


Osteochondrodystrophy. The stomach is seen to be distended by air. 


FIG. 9, A 
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In the urinary tract the ureteral, uretero- 
yesical and bladder outlet obstructions are 
fairly common. In the case of infravesical 
obstruction, however, both upper urinary 
tracts are usually affected. 


Conclusion 


This is a difficult subject to attempt to 
condense. The many anatomical anomalies 
need more than such a small space. 


Discussion (Abstract) 


Dr. J. E. Miller, Dallas, Tex. Many anomalies cause 
difficulty and therefore represent disease. Many 
anomalies are important since the physician may at- 
tach clinical significance to unimportant abnormal- 
ities. Much “Iatrogenic disease’’ may have its genesis 
in anomalies. All physicians therefore should know as 
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much about anomalies and their significance as they 
can encompass. 


In considering any disease process the physician 
must think in terms of differential diagnosis and 
etiology. Four major etiologic factors are anomaly, 
trauma, inflammation and neoplasia. Even in adults 
congenital abnormalities must be considered or serious 
errors in diagnosis will be made. 

Dr. J. Cash King, Memphis, Tenn. 1 would like to 
ask, did you use cortisone in these severe manifesta- 
tions where the disease continuously progressed rather 
than regressed in the normal expected manner? 

Dr. Reeves (Closing). This child had no medical 
treatment and is one of those that responded rapidly 
and went through a period of remission without 
cortisone. That was some six years ago. However, 
the last few cases have been taking Caffey’s suggestions 
on therapy and are trying cortisone only. 

I would like to thank you and Dr. Miller for your 
very kind discussions. 
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Transtracheal Analgesia: Its Place 


in Anesthetic Practice* 


J. B. COUGHLIN, M.D., D. C. GROSSKREUTZ, M.D., and 


C. R. STEPHEN, M.D.,f Durham, N. C. 


The technic, the indications for, and the advantages of transtracheal 


analgesia are fully presented by the authors. 


WITH THE INCREASING GROWTH and develop- 
ment of the art and science of anesthesia, a 
new concept of anesthetic administration is 
emerging. Efforts are being directed toward 
adequate relief of pain and satisfactory op- 
erating conditions for the surgeon with min- 
imal disturbance of the physiologic status of 
the patient. It is being realized that all anes- 
thetic drugs in sufficient concentration in- 
terfere with cellular metabolism and vital 
physiologic mechanisms. The aim is to pro- 
vide hypnosis, analgesia and muscular re- 
laxation employing minimal quantities of spe- 
cific drugs for specific purposes.! Such ad- 
ministrations must not interfere with the ade- 
quate provision of oxygen and elimination of 
carbon dioxide to and from the body tissues. 
Moreover, the preoperative cardiovascular 
status of the patient should be maintained. 
With the above concept in mind, it is our 
purpose to discuss the place in anesthesia of 
the intratracheal placement of local anesthetic 
solutions. Transtracheal topical analgesia may 
seem but a minor part of the total anesthetic 
process, but it often proves a distinct aid to 
the maintenance of smooth, “light” planes of 
anesthesia. During induction the danger of 
laryngospasm, with its concomitant anoxia, is 
reduced. Irritant drugs such as ether may be 
administered smoothly without breath-hold- 
ing. Endotracheal intubation may be per- 
formed in light planes of anesthesia without 
fear of reactions such as “bucking,” breath- 
holding or bronchospasm. During mainte- 
nance of anesthesia the head may be moved 


*Read before the Section on Anesthesiology, Southern Med- 
ical Association, Fiftieth Annual Meeting, Washington, D. C., 
November 12-15, 1956. 


+From the Divisions of Anesthesia, Duke University Hos- 
pital and School of Medicine and Veterans Hospital, Dur- 
ham, N. C. 


freely from side to side without fear of re. 
action on the endotracheal tube. In many 
operative procedures anesthetic drugs are ad- 
ministered simply to prevent or overcome re- 
action on the tube. With transtracheal anal- 
gesia it is possible to reduce the total amount 
of anesthetic drugs given to the patient and 
at the same time provide a smooth “light” 
plane of narcosis. Patients will awaken at the 
end of the operation with removal of the 
tube. 


History 


Transtracheal or translaryngeal analgesia 
was employed first by Canuyt? in France in 
about 1899. Although described by Labat? in 
his book on “Regional Anesthesia” in 1922, 
it was used infrequently until its re-evaluation 
by Harken and Salzburg,‘ in 1949, for peroral 
endoscopic procedures, and by Bonica for en- 
dotracheal intubations. With the changing 
ideas of administration of anesthetics, the 
technic has been adopted gradually by many 
clinics throughout the country. The increas- 
ing use of the endotracheal tube to aid in 
proper ventilation has fostered the employ- 
ment of adequate topical analgesia. The 
avoidance of deep planes of anesthesia has 
encouraged its use. 


Technic 


The topical application of local anesthetic 
drugs to the oropharynx and upper larynx 
by means of atomizers is a common practice. 
Some anesthesiologists employ long nozzles 
which project directly into the trachea. The 
transtracheal technic has evolved because it 1s 
believed that the direct instillation of a local 
anesthetic solution into the trachea, with the 
subsequent coughing, spreads the analgesic 
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more evenly and thoroughly, and therefore 
more completely. This belief is confirmed in 
clinical practice. 

The optimum position for injection is to 
have the patient supine with the head ex- 
tended as much as possible. The chin of the 
patient should be held up so the mouth is 
tightly closed. This position brings the larynx 
and trachea in close proximity to the skin and 
makes the skin taut over these structures 
(Fig. 1). Injection may be made through the 
cricothyroid ligament which extends between 
the thvroid and cricoid cartilages anteriorly. 
Apart from the skin and a small amount of 
subcutaneous tissue, this ligament is the only 
structure to be penetrated if the puncture is 
made in the midline. The cricoid cartilage is 
easily palpated with the neck extended and 
an injection just superior to this cartilage is 
ideal and precludes damage to the vocal cords. 
Less commonly the puncture is made between 
the cricoid cartilage and the first tracheal ring. 
Less space is available for injection in this 
position and the possibility of transfixing the 
isthmus of the thyroid gland is greater. 

A standard 20 or 21 gauge needle attached 
to a 2.0 cc. syringe is used for the injection. 
Intradermal anesthesia is not used as the skin 
of the neck is not unduly sensitive, especially 
in premedicated patients. The patient is in- 
formed of the procedure and asked not to talk, 
cough or swallow until told. Undue move- 
ment of the larynx can result in trauma or a 
broken needle. Proper placement of the needle 
is recognized easily by the loss of resistance 


FIG. 1 


Proper Position of patient and needle placed through the 
cricothyroid membrane for transtracheal analgesia. 
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noted as the syringe is advanced. Confirma- 
tion is obtained by aspirating a bubble or two 
of air. Injection of the solution and removal 
of the needle must be accomplished rapidly 
as the flow of solution on the trachea almost 
invariably promotes active coughing. Obvi- 
ously the patient seldom needs to be told to 
cough. The size of the needle used is impor- 
tant. Too small a needle delays the rate of in- 
jection so that coughing may begin before the 
syringe is empty and initiate the hazard of 
needle breakage. Too large a needle imposes 
the possibility of fistula formation between 
the trachea and skin. 

Several solutions may be employed to pro- 
duce analgesia. Tetracaine, 2 cc. of a 1 per 
cent solution; cocaine, 2.0 cc. of a 10 per cent 
solution and hexylcaine, 2.0 cc. of a 5 per cent 
solution all appear to be satisfactory. Hexyl- 
caine has proved satisfactory and safe in our 
clinic. 

The transtracheal deposition may be made 
with the patient awake or under very light 
anesthesia. The latter is more pleasant for the 
patient. For the analgesic drug to spread prop- 
erly it is important that coughing occur fol- 
lowing injection. Usually coughing is limited 
to twenty seconds and is followed by smooth, 
regular unobstructed respirations. In the pa- 
tient who is lightly asleep, the possibility of 
persistent breath-holding or laryngospasm 
exists. This complication has occurred twice 
in our series with patients lightly anesthetized. 
With active coughing following the injection, 
one can be assured of adequate analgesia of 
the laryngotracheobronchial tree. 


Indications 


The indications for transtracheal analgesia 
will vary from one center to another. In any 
patient in whom endotracheal intubation is 
necessary, and where it is desirable to carry 
the patient in light planes of anesthesia with- 
out excessive use of muscle relaxant drugs, 
transtracheal analgesia will contribute im- 
measurably to the smoothness of the anesthetic 
course. Several examples may be cited. 

Case 1. D. W., a 45 year old man was admitted to 
Duke Hospital for removal of a brain tumor (Fig. 2). 
One hour before the scheduled operation, the patient 
received preanesthetic medication of Seconal, 150 mg., 
Demerol, 100 mg., and atropine, 0.4 mg. He arrived 
in the operating room sleeping, but responded to 
questioning and was very cooperative. Transtracheal 
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Anesthetic record in case 1 showing smooth course of anesthesia during neurosurgical procedure. 


analgesia was given using 2 cc. of 5 per cent Cyclaine 
in the manner described. Approximately five minutes 
later general anesthesia was induced using Surital 
Sodium 2 per cent, nitrous oxide, oxygen and Trilene. 
A number 10 Portex endotracheal tube was inserted 
into the trachea under direct vision using Anectine, 
60 mg. for relaxation. Anesthesia was maintained using 
a nonrebreathing technic. The patient was turned to 
a semiprone position and a left occupitoparietal cran- 
iotomy was performed. The patient was maintained in 
a very “light” plane of anesthesia without bucking or 
coughing on the endotracheal tube in spite of turning 
the patient and frequent movement of head. Trans- 
tracheal analgesia prevented anoxia and the dangers of 
tracheal reflexes which otherwise are frequent. 


Case 2. T. K., a 36 year old man was admitted to 
Duke Hospital with a diagnosis of pilonidal sinus 
(Fig. 3). 

He received a preanesthetic medication of 100 mg. 
Demerol and 0.7 mg. Antrenyl and arrived in the 
operating room approximately one hour later. Trans- 
tracheal analgesia was given using 2 cc. of 5 per cent 
Cyclaine and general anesthesia was induced fifteen 
minutes later using Pentothal, nitrous oxide and Tri- 
lene with a nonrebreathing technic. A number 10 Por- 


tex orotracheal tube was inserted into the trachea un- 
der direct vision using 80 mg. Anectine for relaxation. 
Following return of spontaneous respiration without 
subsequent coughing, the patient was turned to the 
prone position without interruption of smooth regular 
respirations. “Bucking,” retching and breath-holding 
are seen frequently with a nonanesthetized or partially 
anesthetized trachea. Marsupialization of the pilonidal 
sinuses was done under light anesthesia. 

Case 3. J. M., a 76 year old woman was admitted to 
Duke Hospital for a recurrent adenocarcinoma of the 
thyroid. Following a complete medical examination the 
patient was scheduled for a left radical neck dissection 
(Fig. 4). One hour before operation she received a 
preanesthetic medication of Demerol, 75 mg. and atro- 
pine, 0.4 mg. On arrival in the operating room trans 
tracheal analgesia was given using 2 cc. of 5 per cent 
Cyclaine. General anesthesia was induced using Pento- 
thal 2 per cent, ethylene, and oxygen; a number 9 
Portex endotracheal tube was inserted into the trachea 
under direct vision using Anectine for relaxation. 
Spontaneous respirations returned momentarily with- 
out breath-holding, coughing or “bucking” or change 
in pulse rate or blood pressure. Anesthesia was mait- 
tained in a light plane using ethylene-oxygen-ether 
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with a partial rebreathing technic. Though there was 
continuous manipulation about the trachea through- 
out the operation, the patient was able to tolerate the 
endotracheal tube in the trachea in a light plane of 
anesthesia which would have been impossible without 
adequate topical analgesia. 

Case 4. M. W., aged 34 was admitted to Duke 
Hospital with a stab wound of the abdomen. Following 
treatment of shock the patient arrived in the operat- 
ing room very restless, but cooperative. He had been 
drinking throughout the day and had a full stomach 
so intubation while awake was imperative (Fig. 5). 


The nose and pharynx were topically anesthetized 
with cocaine, 10 per cent solution, and transtracheal 
analgesia was given using 2 cc. Cyclaine, 5 per cent. 
A number 9 nasotracheal tube was inserted blindly 
into the trachea without difficulty and with very lit- 
tle discomfort to the patient. General anesthesia was 
induced using Surital-ethylene-oxygen-ether and the 
patient was maintained in a light plane of surgical 
anesthesia for exploratory abdominal laparotomy. 


Case 5. S. B., a 63 year old woman was admitted 
to Duke Hospital with a diagnosis of carcinoma of left 
breast with axillary metastasis. Physical examination 
revealed a blood pressure of 190/100, and a markedly 
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enlarged heart with frequent premature ventricular 
beats. She obviously was a poor anesthetic risk (Fig. 6). 
She received preanesthetic medication of Demerol, 
75 mg. one hour before operation and Antrenyl, 0.4 
mg. on arriving in the operating room. Transtracheal 
analgesia with Cyclaine, 2.0 cc. of a 5 per cent solu- 
tion, was given in the usual manner. General anes- 
thesia was induced using Surital-ethylene-oxygen. A 
number 10 Portex endotracheal tube was inserted into 
the trachea without difficulty by direct visualization. 
Anesthesia was maintained with ethylene-oxygen- 
ether in a light plane for left radical mastectomy. 
This type of patient tolerates deep anesthesia very 
poorly and any anoxia from laryngospasm, coughing 
or “bucking” can precipitate fatal complications. 
Transtracheal analgesia in this patient allowed smooth 
induction, preservation of an adequate airway, and 
maintenance in a light plane of anesthesia. 


An additional use of transtracheal analgesia 
is the provision of reflex inhibition of the 
tracheobronchial tree during bronchoscopy, 
when performed either awake or asleep. It is 
our belief that better topical analgesia of the 
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Anesthesia record in case 3 showing regular respirations and stable blood pressure during radical neck dissection. 


lower respiratory tract can be obtained with 
this technic than with other methods. 


Complications and Dangers 


Every positive or concrete action applied to 
a patient is associated with some degree of 
hazard. The cannulation of a vein exposes the 
patient to the risk of phlebitis, thrombosis 
or bacteremia, yet these inherent dangers are 
believed to be outweighted by the benefits 
accuring from the procedure. A similar situa- 
tion exists with transtracheal analgesia. Cer- 
tain complications may follow in its wake, but 
these are so rare, and the advantages so ap- 
parent in clinical practice, that our belief is 
the procedure should not have limited indi- 
cations. 


Transtracheal administration was started in 
our hospitals about three years ago. It has 
now been performed in approximately three 
thousand patients, and the number is increas- 


ing month by month. This fact in itself be- 
tokens minimal associated difficulties. The 
complications of the procedure may be listed 
as major, where the harm done may far out- 
last the benefits, or minor where the unex- 
pected damage is self-limited and causes no 
permanent disability to the patient. 
Potential major complications include cel- 
lulitis spreading from the track of the needle, 
permanent fistula formation, transesophageal 
penetration with mediastinitis and breakage 
of the shaft of the needle with difficulty in 
removing the distal portion. The first and the 
last of these complications have been reported 
in the literature.*7 Inflammatory reactions 
about the site of injection are the most likely 
danger. Proper preparation of the skin and 
employment of sterile needles will tend to 
avoid infection, but the hazard still remains 
of initiating infection when the needle is 
withdrawn from the trachea, which is po 
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tentially contaminated, through the subcuta- 
neous tissue. Permanent fistula formation is 
unlikely unless too large a needle is used; 
breakage of the needle is unlikely unless a 
needle of too small a gauge is used. Penetra- 
tion of the esophagus and mediastinum is un- 
likely except in the hands of the novice. 
These major complications have not been 
seen in our series. 


Minor complications include hematoma 
formation in the subcutaneous tissues, the 
presence of blood in the trachea and laryn- 
gospasm immediately after injection. Penetra- 
tion of a small vessel is rare if the injection is 
made directly in the midline. Hematoma for- 
mation may be avoided by putting firm pres- 
sure over the site of injection for two or three 
minutes. Subcutaneous bleeding has been pre- 
sent in several of our cases, but without any 
sequelae. Several patients also have coughed 
up blood following the transtracheal technic, 
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but this complication has been self-limited in 
each instance. As noted previously, worrisome 
laryngospasm has been seen in two patients 
in whom transtracheal injection was_per- 
formed under light anesthesia. No specific 
measures were necessary in these patients as 
the cords relaxed with spontaneous respira- 
tions before anoxia became critical. The in- 
jection of a muscle relaxant drug would be 
helpful in such cases. 


Finally, the possibility of toxic reactions 
to the topical analgesic drug must be men- 
tioned. This complication has not been seen 
in this series, even though in many instances 
local anesthetics have also been sprayed into 
the oropharynx and nasopharynx with con- 
ventional nebulizers. The total amounts of 
local anesthetic drugs recommended for trans- 
tracheal injection are small enough to limit 
the incidence of reactions to a minimum. The 
induction of general anesthesia immediately 
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Anesthesia record in case 4. The patient was intubated awake, using transtracheal 


analgesia and topical spray. 
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Anesthesia record in case 5, a poor risk 


after the local anesthetic application in most 
patients also would limit toxic reactions. 


Contraindications 


Definite contraindications to the use of 
transtracheal analgesia are few. Enlargement 
of the thyroid gland or tumor formation 
which overrides the salient landmarks of the 
thyroid and cricoid cartilages render the tech- 
nic dangerous. Procedures in which the op- 
erative incision or dissection crosses directly 
the site of injection increase the hazard of 
wound infection. Active disease of the trache- 
obronchial tree, including carcinoma of the 
larynx or tuberculosis, have served as con- 
traindications. 


Summary 


The present concept of administration of 
anesthesia embodies the ideal that the state of 
narcosis will little alter the normal physio- 


patient for left radical mastectomy. 


logic status of the patient. This ideal is nearer 
to attainment if light planes of anesthesia are 
employed at all times, and if the course of 
anesthesia is smooth and devoid of episodes 
which produce hypoxia and carbon dioxide 
retention. It is our belief that transtracheal 
analgesia is an important aid in reducing or 
preventing potentially harmful respiratory 
reflexes during induction of anesthesia, sub- 
sequent to endotracheal intubation and dur- 
ing the maintenance period. Furthermore, it 
permits the anesthesiologist to maintain the 
patient in lighter planes of anesthesia. This 
technic is simple to perform and easy to 
master. When properly executed, its advan- 
tages to the patient outweigh the possible 
complications. 
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Discussion (Abstract) 


Dr. R. P. Bergner, Louisville, Ky. As the authors 
have implied, transtracheal analgesia has found a 
definite place in the practice of anesthesiology. It is 
especially useful in a city hospital practice where one 
encounters many old patients with poor cardiac and 
respiratory reserve, and many severely injured pa- 
tients with full stomachs. Some sort of topical anes- 
thesia is frequently indicated before endotracheal in- 
tubation of such patients. The transtracheal route is a 
very effective approach to the patient who is inclined 
to resist attempts at ordinary topical anesthesia. Trans- 
tracheal analgesia is also a useful supplement to “non- 
explosive” anesthesia, where “bucking” and coughing 
on the endotracheal tube may force the use of unwise 
amounts of depressant or relaxant drugs. 


We have used the technic since 1949 and have come 
to regard it as an indispensable tool. We have also 
encountered a number of objections to its use, and 
some of these are deserving of consideration. 


Some patients, surgeons, and even anesthesiologists 
have wondered audibly whether or not one is justi- 
fied in the routine or indiscriminate insertion of a 
needle into the larynx. We believe that these objec- 
tions are justified, and that the majority of skilled 
anesthesiologists can safely insert an endotracheal 
catheter under other types of anesthesia in the elec- 
tive, average-risk patient. 

The use of unsterile solutions has been criticized, 
and I think, justifiably so. I have preferred to use 
sterile solutions, since it seems inevitable that sooner 
or later the solutions will be deposited in the tissues 
of the neck or in the mucous membrane of the 
larynx. Some may also be left in the path of the 
needle during the hurried withdrawal that is some- 
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times necessary. There are two sources of readily avail- 
able sterile Pontocaine in the operating room. The 
1 per cent solution of Pontocaine in saline used for 
spinal anesthesia is ideal for transtracheal analgesia, 
and the Pontocaine crystals also used for spinal anes- 
thesia can be dissolved in sterile saline just before use. 


Breakage of the needle is a hazard that must be 
avoided. The needle should be long enough so that the 
anesthesiologist can hold it just below the hub with 
the fingers of the left hand during the injection. If 
the left hand is also braced against the glottis, it can 
ride up or down and hold the needle in the same rel- 
ative position if the patient should cough or swallow, 
and breakage at the hub of the needle need not be 
feared. 

The coughing which occurs after injection has 
caused some dissatisfaction with the technic. Some on 
the surgical service have voiced fears that intra- 
abdominal bleeding or intracranial bleeding present 
preoperatively may be increased. These are the pa- 
tients in whom transtracheal analgesia may be espe- 
cially indicated, and it is up to the anesthesiologist to 
decide which patients might better be approached in 
some other way. 


When the patient is lightly anesthetized before 
transtracheal analgesia is produced, the coughing may 
at times be rather severe and may constitute a hazard 
in certain cases, Patients with poor cardiac reserve 
may not tolerate such an episode, well, although they 
do well if the injection is made while they are fully 
conscious. It is preferable to give oxygen by mask to 
these patients for several minutes prior to and after 
the injection, and to withhold general anesthesia until 
the trachea is anesthetized. 

The same technic is useful in patients with chronic 
pulmonary disease. These may present rather dis- 
tressing laryngospasm or bronchospasm if the injection 
is made under light general anesthesia. 

We have encountered no serious complications in a 
little over a thousand cases. There have been several 
instances of small amounts of blood seen in the larynx 
during intubation, and on two occasions hematomas 
have been visible on the posterior wall of the larynx. 
No toxic reactions have occurred. 
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Autotransfusion: Its Use 


Hemothorax* 


BERNARD E. FERRARA, M.D. 


APRIL 1957 


in Acute 


; Charleston, S. C. 


In chest injuries, accompanied by hemothorax, there is available a good supply of compatible 
blood which may be rapidly aspirated and be used for autotransfusion. 


The author urges this procedure. 


IN AREAS WHERE THE SUPPLY OF WHOLE BLOOD 
is somewhat limited, the demands of acute 
severe trauma may markedly deplete the avail- 
able amount. This is not a matter of small 
consequence when such emergencies require 
blood which has been put aside for specific 
elective surgical cases. Cancellation of the 
latter may become necessary. In a busy gen- 
eral hospital associated with a medical college 
this poses a serious problem, what with full 
surgical schedules and the undesirability of 
postponing important cases, particularly op- 
erations for cancer, due to a lack of type 
specific blood. 


Roper Hospital maintains a blood bank 
which furnishes much of the blood used in 
the hospital. The amount available from the 
Red Cross is not adequate for the total hospi- 
tal needs. The majority of cases of trauma 
and violence seen at Roper Hospital are in 
service patients. These often require blood, 
not unusually in large quantities, and often 
urgently. In this community it is often diffi- 
cult to obtain donations of blood for elective 
surgery in this social group. In cases of acute 
trauma there is seldom anyone on the scene 
who desires to contribute blood to the in- 
jured. Thus it has happened that urgently 
needed elective operations have been post- 
poned since blood, that had been available, 
had to be used for an emergency. 

Because of this local problem we have 
found it advantageous to use autotransfusion 
in the initial treatment of acute massive 
hemothorax. My experience spans six years. 
The use of autotransfusion in this locale has 
been encouraged by Dr. F. E. Kredel! during 
his continuous association with the Hospital 


*From the Department of Surgery, Medical College of 
South Carolina, and the Roper Hospital, Charleston, S. C. 


Donor vacuum bottle containing citrate solution with ap- 
propriate needle and tubing. Vacuum is maintained by 
compressing or clamping tubing and is not released until 
the needle is inserted into the pleural cavity. 


FIG. 2 


Tubing ottoched to needie 
or catheter in appropriate é 
interspace 


The donor vacuum bottle can be converted into a water seal 
as illustrated. A large bore needle is placed into the glass 
tube air vent, which, when the bottle is on its base, is 
under the level of the citrate solution. A rubber tubing 
then connects this needle and the intercostal catheter. The 
other needle in the cap opens to the atmosphere. 
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and Medical School* since 1937. Besides 
saving banked blood, the effect of autotrans- 
fusion in this condition has always been bene- 
ficial and at times may have been lifesaving. 
We have never recorded any deleterious 
effects. Its use is encouraged initially in all 
cases of hemothorax. 


Acute massive hemothorax is a grave com- 
plication of some chest wounds. Chest trauma 
furnishes not a small number of the severely 
injured who require urgent, well-planned 
treatment. For a satisfactory result in the in- 
dividual case, prompt diagnosis and immedi- 
ate treatment are requisite. 

While personal violence is responsible for 
the majority of these cases, automobile acci- 
dents furnish a large share. Acute massive 
hemothorax may occur in penetrating and 
perforating wounds and also in nonpene- 
trating trauma to the chest. The sources of 
bleeding are: (1) the heart; (2) the great 
vessels; (3) the chest wall,—intercostal ves- 
sels; (4) internal mammary vessels (5) lacera- 
tion of the lung; and (6) combinations of the 
first five. Suffice it to say that knowledge of, 
or a suspicion of, the source of hemorrhage 
is important, since further treatment may de- 
pend on this information. 


Autotransfusion has been practiced since 
1914. It was first used in this country for the 
treatment of hemothorax in 1931.2. Enthusi- 
asm for the procedure has varied. It has been 
used most frequently in cases of intraperito- 
neal hemorrhage from ectopic pregnancy or 
abdominal trauma. 


Reported morbidity and mortality resulting 
from autotransfusion may have been more 
apparent than real. Complications in many 
cases, on careful review of case reports, could 
have resulted from the original condition and 
not from the autotransfusion. Recent 
authors*® express enthusiasms for the pro- 
cedure. However, there is a paucity of re- 
cently reported uses of autotransfusion. We 
are not aware of any ill effects in cases treated 
at Roper Hospital. 


Advantages and Disadvantages 


There are several advantages to the use 
of autotransfusion: (1) Most important, it 
furnishes an easily available source of blood 
which is compatible with the patient. (2) It 


*Medical College of South Carolina, Charleston, S. C. 
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is fresh blood. (3) It can be collected quickly 
and given to the patient before banked blood 
can be typed and matched by the laboratory 
service. (4) It is innocuous. 

Stager® was impressed with the remarkable 
recuperative powers of autotransfused blood. 
He attributed its value to higher oxygenation 
than venous blood. 

It has been emphasized recently that 
citrated banked blood is wanting in oxygen. 
Its average oxygen content varies from 3.4 to 
5.7 volumes per cent. This is somewhat less 
than fresh venous blood which averages 6.6 
volumes per cent of oxygen.? 

There would seem to be certain valid ob- 
jections to the use of autotransfusion in intra- 
peritoneal hemorrhage in which there is per- 
foration of an intestinal viscus. Chemical and 
bacterial contamination of blood are un- 
desirable. However, Griswold® autotrans- 
fused contaminated blood with success and 
without death. We have never used autotrans- 
fusion except in cases of massive hemothorax 
and then only initially. After the patient has 
recovered from shock and stabilized without 
persistent rapid intrapleural hemorrhage, we 
no longer use autotransfusion. Our approach 
is to relieve the hemothorax as soon as pos- 
sible and as completely as possible. We seek 
early and complete expansion of the lung. 
Blood replacement, oxygen inhalation, thora- 
centesis and thoracotomy are used as indi- 
cated. In general, after the patient has re- 
covered from shock, he can be maintained on 
daily thoracentesis until his lung is fully ex- 
panded. Urgent blood replacement may not 
be necessary after the first twelve hours. 

Backer-Grondahl* reports hemoglobinuria 
in occasional cases. This had been transient 
in all patients in whom it developed. He 
attributed the hemolysis to mechanical action 
of the collecting technic. Blood was scooped 
with a large spoon and placed in a jar of 
citrate or squeezed from surgical sponges. It 
was emphasized that blood, which had lain 
in a serous cavity longer than twelve hours, 
had an increased hemolysis and should not 
be used. He regarded the hemoglobinuria as 
of no significance since it cleared in all cases 
and in none was there evidence of renal 
damage. 


The suction collecting method has been 
used by Griswold. More recently Stager® 
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reported his suction collecting technic but 
maintained that suction increased hemolysis. 
It was found that 0.4 to 0.6 lbs. of negative 
pressure would break down 0.4 to 0.6 Gm. 
of hemoglobin per 100 cc. This amount of 
hemolysis was tolerated by patients whose 
cases he reported. 

Murphy and associates? have concluded 
that collecting by vacuum, under ideal con- 
ditions, does not produce hemolysis of blood. 
Rather, hemolysis in vacuum collected blood 
for bank use was related to many factors, not 
the least of which were: satisfactory phle- 
botomy, the haste of collecting the blood, 
underfilling of bottles, the fatigue and ex- 
perience of the person collecting the blood, 
and agitation of blood while it was being 
collected. 


Method 


The apparatus for autotransfusion is avail- 
able in all hospitals. We have used the donor 
vacuum bottle containing citrate solution 
with success (Fig. 1). Less than a minute 
is required to assemble the set. The trocar 
at one end of the tubing is thrust through 
the rubber cap of the bottle. The needle at 
the opposite end is then inserted into the 
pleural cavity through the appropriate inter- 
costal space. The vacuum in the bottle is 
released and blood is collected. 

When the situation demands more vigorous 
emptying of the pleural space than afforded 
by repeated thoracentesis, closed thoracotomy 
is done. The donor citrate bottle can be con- 
nected to the intercostal catheter as illustrated 
in figure 2, and an underwater drainage 
thereby assembled. A large bore needle is 
thrust through the opening of the hollow 
glass tube air vent, which, when the bottle 
is placed on its base, is under the level of the 
citrate solution. A short needle is thrust 
through the rubber cap so that it communi- 
cates with the atmosphere. A water seal is 
thus quickly assembled. In other reports em- 
phasis has been placed on mechanical re- 
moval of clots from blood to be autotrans- 
fused. We have not filtered the blood before 
autotransfusion in our cases. The recipient 
set will adequately filter whatever clots are 
present. 

Illustrative Cases 


Case 1. (No. 82268) A 21 year old Negro was seen 
in the emergency room with multiple bullet wounds of 
the left side of the chest with penetration into the 
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right pleural space. Signs of a right hemopneumotho- 
rax were present. He was in shock; 2500 cc. of blood 
and 400 cc. of air were aspirated from the right pleural 
space during a period of several hours. The first 
1000 cc. of blood aspirated were autotransfused. He 
recovered from shock after the autotransfusion. This 
blood was given shortly after he was examined and 
was given before banked blood was available. He 
subsequently received 2000 cc. of banked blood. He 
was admitted for further treatment and recovered 
from his chest injury without thoracotomy. 

Case 2. (No. 45510) A 32 year old white man had 
multiple bullet wounds of the left chest, supra. 
clavicular area and neck. He was in marked shock. 
No blood pressure was obtainable; heart sounds were 
distant. He was diagnosed as having a left hemotho. 
rax and a pericardial tamponade; 1500 cc. of blood 
were aspirated from the left pleural space,—700 cc. of 
this were collected in a vacuum citrate bottle and 
autotransfused. The blood pressure improved but the 
heart sounds were muffled. Pericardiocentesis via the 
subxiphoid approach was productive of 100 cc. of 
blood. The pulse rate perceptibly improved and the 
heart sounds were better heard. The blood pressure 
rose from 70/50 to 90/60 and, ultimately, within two 
hours to 120/60. He was admitted for further treat- 
ment. Autotransfusion was done with improvement in 
his condition before banked blood was delivered. 

Case 3. (No. A-2701) A 35 year old Negro was 
seen in the emergency room shortly after having been 
stabbed in the left third intercostal space, 6 cm. from 
the midsternal line. He was in profound shock. No 
breath sounds were audible over the left chest; 1600 
cc. of blood were aspirated from the left pleural space, 
1100 cc. of this blood were autotransfused. The blood 
pressure gradually rose to 90/60. The heart sounds 
were good. Autotransfusion was rapidly accomplished 
before banked blood was available. His blood pressure 
subsequently declined and thoracotomy was performed 
with suture of a laceration of the left ventricle. 


Discussion 


The degree of shock that a person shows 
with a chest wound is often out of proportion 
to the severity of the wound. It may be diffi- 
cult to assess the extent of hemothorax that is 
present in a recently injured person. There- 
fore, upon examining a person with a chest 
injury who has physical evidence of hemo 
thorax, we usually perform thoracentesis with 
the donor citrate bottle as illustrated in 
figure 1. The further pursuit of this technic 
and the use of autotransfusion is dependent 
upon the amount of blood aspirated. It 
seems wasteful to aspirate and discard large 
quantities of blood which can be used ad- 
vantageously, particularly since autotrans 
fused blood possesses definite advantages 
lacking in banked blood. 


Since our experience in autotransfusion in 
hemothorax has been without adverse inci- 


‘ 


VOLUME 50 


dent we plan to continue its use in this condi- 
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The Unnecessary Cost of 
Dermatologic Illness: 


EVERETT R. SEALE, M.D., Houston, Tex. 


Not Lone aco I had occasion to tell a father 
that his child had ringworm of the scalp. He 
became quite excited and exclaimed, ‘‘My 
older boy had that, and it cost me $700.” 
When I challenged his statement, it developed 
that 675 of the 700 represented the actual 
cost of a pleasure trip which he and his wife 
foolishly cut short when the boy developed 
a kerion. The remaining 25 covered medica- 
tion and doctor’s fee. 


Most such stories on follow-up, prove to 
be misrepresentations of fact, but unfortu- 
nately, we sometimes find cases where com- 
paratively simple problems have, in truth, 
resulted in useless expenditures. 

In most dermatologic illness, excessive ex- 
penditures are needless and must, therefore, 
be the result of lack of knowledge or errors 
in judgment on the part of the patient or his 
physician. 

This is a discussion of some of the factors 
which contribute to the unnecessary cost of 
dermatologic illness, with the idea of placing 
responsibility for them where it belongs. 

Dermatologic patients who are prone to 
self-diagnosis and self-treatment are aided and 
abetted in their enterprise in many ways. 
Friends and relatives recommend first one 
remedy and then another. Newspapers, mag- 
azines, radio, and television supply others, but 
their staunchest ally is the druggist who, un- 
less he is a man of granite conscience, can- 
not resist a customer’s request to suggest a 
remedy. This regimen of self-medication fre- 
quently aggravates the condition and pro- 
longs the course of the disease so that by the 
time professional help is sought, patients 
spend their money largely to undo the dam- 
age they themselves have done. 


In the past people blamed their dermato- 
logic ills on the so-called “acid condition.” 


*Chairman’s Address, Read before the Section on Derma- 
tology and Syphilology, Southern Medical Association, Fiftieth 
Annual Meeting, Washington, D. C., November 12-15, 1956. 


Now, thanks to the volume of pseudo-scien. 
tific literature which has appeared on the 
news stands, the public has discovered “the 
fungus” and “the allergy.” The self-treater 
who is a follower of fungi applies strong 
remedies to “burn it out,” thus unwittingly, 
producing over-treatment dermatitis and pro- 
longed morbidity. 

If allergy is his conviction, he thinks first 
of his diet and experiments by eliminating 
one or more foods at a time. If dietary ex- 
perimentation yields no benefits, he may seek 
the advice of a food-faddist who, in turn, has 
a product to sell and cooperates with our vic- 
tim by selling him on a costly “vitamin- 
added-mineral” routine. Another recourse of 
the determined convert to allergy is the doc- 
tor whom he can persuade to do numerous 
experiments and tests which may be fruitless, 
and which further deplete his pocketbook 
without providing the answer to his problem. 

The ill advised selection of a physician is 
also an important factor in the cost of medical 
care. Many patients assume a too casual at- 
titude and choose their doctor without any 
knowledge of his professional qualifications. 
Names supplied by local medical societies and 
by hospital staff rosters offer some guidance, 
but a reputable and sincere practicing physi- 
cian is in the most favorable position to 
recommend a doctor who will best answer a 
particular patient’s needs. 


The doctor's ability to make a correct diag- 
nosis, and his understanding of the normal 
couise of a disease and its possible complica- 
tions, is essential in the proper management 
of any dermatologic complaint. As a result of 
the extensive postgraduate teaching program 
of the last several years most physicians 
should be able to manage effectively many 
of the more common skin diseases, but when 
complications arise, or there is any question as 
to the diagnosis, the doctor who does not seek 
consultation is grossly unfair to both the pa 
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tient and himself. To pursue the “Let’s try 
this and see how it works” method can lead 
to the prescribing of a battery of expensive 
topical, oral, and parenteral medicaments, on 
the chance that one will hit the target. If 
these weapons fail, and the enemy holds his 
ground, the frustrated physician can begin a 
retreating action behind a barrage of hap- 
hazard, unindicated, and expensive labora- 
tory tests and examinations hoping to gain 
information which will supply the ammuni- 
tion with which to launch a counterattack. 


The skin is a fertile field for new growths, 
some of course malignant, but the majority 
benign. The clinical diagnosis and appraisal 
of most of these is usually a simple matter 
for a dermatologist. Therefore, I cannot sub- 
scribe to the surgeon’s dictum “cut it out and 
see what it is.”” Excisional biopsy, frequently 
performed by the surgeon in an operating 
room on an outpatient basis, is an extravagant 
and questionable form of diagnosis, often 
avoidable if a skin specialist is consulted at 
the onset. The doctor who routinely employs 
this stratagem is bolstering his own insecurity 
at the patient’s expense, and placing his com- 
plete reliance upon the pathologist. 


Every good pathologist with whom I have 
talked prefers to have an expert clinical ap- 
praisal of the case in question before, or at 
the time he makes his report, and he is at an 
unfair disadvantage if he is deprived of good 
clinical judgment. Biopsy should not be used 
to arrive at a diagnosis, but to confirm or 
refute one where legitimate doubt exists in 
the estimation of a clinician trained in his 
field. 


Costs of drugs represent a substantial pro- 
portion of the financial burden illness im- 
poses, and the doctor who will properly eval- 
uate his prescription on the basis of its specif- 
icity and effectiveness can best protect his 
patient against unnecessary expenditures. 
Medication is either specific or nonspecific. 
If it is specific, its cost is secondary. The price 
of antibiotics, as an example, may well seem 
exorbitant to the patient unless he is fully 
aware of their dramatic role in the reduction 
of morbidity and mortality. For instance, im- 
petigo and other bacterial infections which 
formerly required prolonged treatment are 
now seldom more than one visit affairs, and 
erysipelas, once dreaded, has become little 
more than a name. 
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If nonspecific medication is prescribed, 
drug costs should be of primary importance. 
The indications and contraindications to the 
use of an expensive drug, such as one con- 
taining hydrocortisone, should be clearly un- 
derstood. It is common knowledge that these 
preparations are most effective when used 
on the so-called “thin areas” of the skin and 
because of their cost, it is impractical to em- 
ploy them in cases where an eruption is wide- 
spread. The offhand prescribing of a 5 Gm. 
tube of hydrocortisone ointment for an ex- 
tensive eruption is a complete waste of money. 
The doctor should also remember that many 
packaged ointments, such as those containing 
hydrocortisone, are excessively priced in com- 
parison with those comprising the same in- 
gredients when prepared by a druggist. If 
he is familiar with the price differential be- 
tween items sold over the counter and the 
same ones compounded by prescription, and 
if he knows the comparative prices of pack- 
aged drugs put out by competitive firms, he 
is better prepared to prescribe economically. 
Furthermore, if the physician knows the 
wholesale and retail prices of preparations he 
frequently prescribes, he will be able to esti- 
mate to the patient the approximate cost of 
his medication and, in turn, protect hiin 
from being overcharged. 

Doctors, as a general rule, seem obsessed by 
the idea that every patient they see must be 
treated or be given prescriptions. They show 
the greatest hesitation in telling patients that 
no treatment is indicated. Indeed, they seem 
to have lost sight of the fact that judgment 
is their best stock in trade, and have come 
to feel that they cannot justify a fee unless 
they order a prescription or a modality. This 
almost irresistible urge to treat, coupled with 
their patient’s demands for action, conditions 
them to uncritical acceptance of new drugs 
and to place strong reliance on the “sales 
pitch” of the ever present detail man. They 
are quick to lose sight of the fact that some 
of the medical press is undiscriminating in 
its publication of articles and, therefore, many 
reports of the alleged value of new medica- 
ments are misleading. They forget, too, that 
the most sincere investigator can become 
overoptimistic in the evaluation of results 
which may not have been based on the use 
of proper controls. 


We come now to consider the dermatologist 
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himself and the role he can and must play 
in order to justify his claim that he offers a 
short cut to results. He, like other specialists, 
confines himself to a limited field and has 
the added advantage of dealing primarily 
with a visible lesion. Therefore, he is equip- 
ped to arrive at a diagnosis and institute 
treatment where it is indicated more quickly 
than the less experienced physician. These 
advantages should pay off to the patient in 
terms of the best medicine, efficiently and 
economically practiced. If they do not, he 
has failed in his obligation. 

Dermatoses fall into four classifications: 
those responsive to treatment; those wherein 
no treatment is indicated; those self-limited 
ones in which only symptomatic treatment is 
necessary; and, finally, those for which treat- 
ment is nonspecific. 


Whereas, it is necessary to utilize only the 
science of medicine in handling the first of 
these, it is the art of medical practice that 
comes to the forefront in dealing with the 
others. 


Unfortunately, there are found in all 
branches of medicine a group of diseases 
which can only be diagnosed. In dealing with 
one of these the dermatologist’s duty is to 
describe minutely to the patient the probable 
course and duration of the disease, so that he 
can be fully versed in what he can and can- 
not expect. This is the only course of treat- 
ment known to be of benefit in that it elim- 
inates the raising of false hopes, reduces 
periods of discouragement, and cuts down 
on wasteful “doctor shopping.” 


The handling of self-limited diseases chal- 
lenges the resources of the doctor’s patience 
and his powers of persuasion. A man suffer- 
ing with a case of chicken pox, a disease with 
which he is thoroughly familiar, is willing to 
let it run its course untreated except by pal- 
liative medication to relieve itching. The 
same man who becomes a victim of herpes 
zoster, due apparently to the identical virus, 
is not content to let nature take its course, 
but demands other than symptomatic treat- 
ment. Many an honest doctor has been har- 
ried into ordering a harmless but equally in- 
effectual treatment regimen for a self-limited 
disease in order to satisfy a patient’s demands. 
He vindicates himself on the theory that, if 
he refuses to prescribe the patient will per- 
sist in his search for what he believes will be 
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specifics and will fall eventually into un. 
scrupulous hands. As long as doctors suc. 
cumb to this kind of harassment by the pa. 
tient, they are retarding the advance of pa. 
tient education. 

The group of diseases for which there is no 
specific treatment comprises the bulk of a 
dermatologist’s practice. The best manage. 
ment of these is at the hands of the doctor 
who thoroughly understands the disease pro- 
cess and who has the ability and will take 
the time to translate his knowledge into terms 
the patient can understand and will accept. 

The successful management of the eczema 
patient, for instance, depends not so much 
on weekly x-ray treatments and _ injections, 
but upon the patient’s acceptance of the fact 
that his is a chronic, recurring disease subject 
to flare-ups and remissions. The victim of a 
chronic disease, who understands what he can 
expect of his malady and what in all prob- 
ability can be done for it, can keep his office 
visits to a minimum. If he is taught what fac- 
tors can contribute to his flare-ups, what med- 
ication to use in various phases, and is fully 
acquainted with the nature of bacterial in- 
fections and how to deal with them should 
they supervene, he need come to his doctor 
only when he gets into trouble. 


The dermatologist’s job would, of course, 
be made much easier if he dealt only with the 
“ideal patient,” who is always receptive to 
his professional opinion and appreciative of 
his sincere efforts toward economy. However, 
his best advice all too often falls on deaf ears, 
and the patient demands that something more 
be done. 


At this juncture the best and most econom- 
ical prescription would be a consultation with 
a fellow dermatologist in the hope that a sec- 
ond opinion will convince the patient that 
everything known to be of value is being done 
for him, and that further “office-hopping” 
will produce nothing more than disappoint- 
ment and additional fees. 


In every doctor’s practice there is an oc 
casional patient whose innate lack of logic 
and inability to reason makes him a “hard 
nut to crack.” For these people there is no 
course of treatment as beneficial as the ex 
pensive school of experience. 


The dermatologist who has the initial en- 
counter with one of these need not feel that 
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he has failed. Instead, he should remember 
that he has had a part in the “softening pro- 
cess’ which may eventually render the pa- 
tient docile in the hands of the fifth or sixth 
skin specialist he sees, and he can further con- 
sole himself with almost certain knowledge 
that somewhere a series of his colleagues is 
“softening up” one for him. 


Summary 


Patients are reluctant to recognize their 
responsibility for disproportionate costs and 
continue to translate their own ill advised 
actions into terms of “the high cost of med- 
ical care,” and to lay the whole blame for the 
cost of an illness at the doctor’s door. 

The continuation of unproductive treat- 
ment without a correct diagnosis provides a 
major source of excessive cost in the treat- 
ment of dermatologic illness. Hit or miss pre- 


COST OF DERMATOLOGIC ILLNESS—Seale 323 


scriptions, unindicated laboratory tests and 
examinations, and nonspecific modalities are 
costly cloaks for ignorance. 

The advent of some of the antibiotics has 
made a contribution to the reduction of the 
cost of dermatologic care which far outweighs 
their price. 

Doctors can be a bulwark for their patients 
against unnecessary drug costs by exercising 
caution in their appraisal of new drugs, and 
by being conversant with drug prices so they 
can prescribe them in their most economical 
form. 

The dermatologist has been assigned his 
role as practitioner, prognosticator, teacher 
and interpreter. If he plays it conscientiously, 
the best dermatologic care will be the cheap- 
est to the patient in the long run. 


1017 Medical Arts Building 
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Consideration of the Relationship of 
Smoking to Lung Cancer: 


With a Review of the Literature* 


R. H. RIGDON, M.D.,+ Galveston, Tex. 


The argument over the place of cigarette smoking in the etiology of bronchogenic 
cancer continues to be waged and is far from settled. The author believes no 
good proof of the importance of smoking has been brought forth. 


Historical Background 


CANCER OF THE LUNG is not a new disease. 
Agricola in 1521 to 1527! described a pul- 
monary lesion in European miners which has 
been considered to be cancer. The illness suf- 
fered by some of the miners was characterized 
by an eating away of the hand, feet and lungs. 
In certain mines the mountain women were 
found to have married seven husbands, “all 
of whom this terrible consumption has car- 
ried off to a premature death.’’? 

John Baptist Morgagni* in 1761 described 
a “cancerous ulcer” that occurred in “a man 
about sixty-six years of age, who for a long 
time had expectorated mucus, was seized, in 
consequence of exposure to cold, with an 
acute pain in the left side, accompanied with 
cough and fever. From the commencement of 
these symptoms he almost incessantly spat a 
thick and yellow matter streaked with blood. 
At length, however, this excretion was sup- 
pressed; and he died the seventh day of the 
disease.” At autopsy “the left cavity of the 
thorax contained a fluid which resembled 
whey, and the lung on that side was not only 
very hard, but firmly adhered to the medias- 
tinum, and also to the pleura investing the 
ribs. The lung on the right side had formed 
similar attachments, but especially to that part 
of the pleura which lines the anterior portion 
of the upper ribs; and the corresponding 

*Presented to the Wisconsin Chapter of the American 
Academy of General Practice, Green Bay, Wisconsin, June 
28, 1956. The experimental studies included in this paper 
are part of the program aided by the Medical College of 
Virginia. 

+From the Department of Pathology and Laboratory of 


Experimental Pathology, University of Texas Medical Branch, 
Galveston, Tex. 


lobule of this viscus was the seat of a cancer- 
ous ulcer.” 


Bayle,t a Frenchman, in 1810 reported 
three cases of cancer of the lung, two of which 
were metastatic. The third has been ac- 
cepted®.* as the first reported case of primary 
lung cancer; it occurred in the year 1805 ina 
man 72 years of age. One of the first cases of 
primary cancer of the lung reported in Amer- 
ica was published by Storer in 1851.7 

Interest in cancer of the lung has increased 
progressively since 1810. The difficulties en- 
countered in the clinical diagnosis were em- 
phasized by Laennec® in 1823. In 1837, Stokes? 
commented on the fact that “lung tumors are 
by no means as rare either in England or in 
Ireland as was generally assumed.” Pepper," 
in discussing this problem in 1851, had this 
to say: “It is not until quite recently that this 
subject has fully engaged the attention of the 
profession; hitherto, such cases were viewed 
as mere matters of medical curiosity, ‘not 
known to be in any degree influenced by 
medicine, and too rare to be of much prac- 
tical importance.’ There is good reason to be- 
lieve, however, this disease is of much more 
frequent occurrence than is commonly sup- 
posed, and that in a vast majority of cases it 
entirely escapes detection, owing to the great 
difficulty which attends its diagnosis.” Roki- 
tansky,! in 1854, considered cancer of the 
lung to be exceedingly rare. Passler,!* in 1896, 
accepted only 70 cases from 132 previously re- 
ported since “no cases without a postmortem 
report can be considered.” Adler,® in 1912, 
was able to find in the literature 374 cases of 
lung tumors. Many of these apparently were 
erroneously diagnosed and others no doubt 
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were metastatic lesions. Sweany,™ in 1934, 
stated, “During the last half century primary 
lung cancer has sprung from obscurity into a 
rather common disease.” It is evident, accord- 
ing to Sweany,’® that part or perhaps much 
of this increase may be attributed to: (1) an in- 
crease in life expectancy; (2) increased knowl- 
edge in the course of certain diseases such as 
tuberculosis and bronchiectasis; (3) the tre- 
mendous effect on diagnosis brought about by 
the x-ray and the bronchoscope; (4) increased 
zeal on the part of the medical profession and 
laity as indicated by better hospitalization 
and better transportation; and (5) the chang- 
ing attitude in the pathologic interpretation 
of lung cancer referable to metastases and 
sarcoma. 


Review of Literature 


There are many problems associated with 
the establishment of the frequency of any 
disease. One of the earliest critical analyses of 
this problem was made by King and News- 
holme!* and published in 1893. It was pointed 
out by these men that “the increase in cancer 
is only apparent and not real, and is due to 
improvement in diagnosis and more careful 
certification of the causes of death. This is 
shown by the fact that the whole of the in- 
crease has taken place in inaccessible cancer 
difficult of diagnosis, while accessible cancer 
easily diagnosed has remained practically sta- 
tionary.” In 1917, Willcox,’® in discussing 
cancer, had this to say: “The question 
whether the disease is increasing can be 
answered only by a well-developed and trust- 
worthy system of morbidity statistics. No 
country or city in the world now has such a 
system, because none has a good registration 
of sickness in the entire population.” In 1931, 
it was pointed out by Downes" that “the gen- 
eral limitations of official mortality statistics 
as scientific data are already so well-known 
that none save the tyro in statistics will fail 
to go behind the published figures in order 
to take into account their grosser faults. The 
full extent of their limitations will not be ap- 
preciated adequately by anyone, however, 
until he makes the attempt to ascertain what 
the death rate actually is from a given disease 
in a given area.” A report in 1955 from the 
Vital Statistics office of the United Nations! 
pointed out: “All medically certified cancers 
aré not equal in quality. The knowledge and 
skill of the physician in making the diagnosis, 
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his willingness to report completely, and the 
existence of facts for reporting certain diseases 
all affect the ultimate results.” 


A recent experience referable to cancer of 
the lung will illustrate one of these problems 
in vital statistics. A man had clinically what 
all of us thought was a bronchogenic carci- 
noma,—a biopsy was positive. However, at 
autopsy the patient had cirrhosis of the liver 
with a primary hepatic cell carcinoma that 
had metastasized to the lung and invaded the 
wall of a medium-sized bronchus near the 
hilus. Without an autopsy this case would 
have been recorded as a primary carcinoma of 
the lung. 

In 1929, Dr. Weller'® of the University of 
Michigan, warned us all of the difficulties en- 
countered in the diagnosis of primary cancer 
of the lung. He said: “Only those reputed 
examples of primary carcinoma of the lung 
are of value on which a complete autopsy has 
been done. . . . There must be microscopic 
verification of each case, if the results are to 
be fully accepted. . Every experienced 
prosector can recall autopsies which pains- 
taking search failed to disclose a primary site 
of malignant growth although abundant sec- 
ondaries were present in the lungs or in the 
liver. . . . Cases are encountered too, in re- 
gard to which positive conclusion cannot be 
drawn even with thorough microscopic study. 
. . . In studies which are only statistical, the 
reader is at a loss to know how critical the 
compiler may have been in selecting his orig- 
inal units.” 


Recently at a clinicopathologic conference 
a most capable clinician presented a case of 
mediastinal tumor in a middle-aged white 
male. The x-ray confirmed the presence of the 
tumor. The resident on the case was asked 
about the smoking history. His answer was 
“Yes, two packs per day for 20 years.” With 
this information the diagnosis of primary 
bronchogenic carcinoma was made. As path- 
ologist I pointed out the fact that I also 
thought it was a case of lung cancer until I 
studied the histologic sections. They were 
typical of Hodgkin’s disease. Without an 
autopsy this case would have been recorded 
as bronchogenic carcinoma. I am sure that 
every physician has one or more such diag- 
nostic problems each year. If each one of us 
either fails to recognize only one case of can- 
cer of the lung or makes an erroneous certifi- 
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cation of death, think what this would mean 
to our statistics on cancer of the lung. 

Cancer of the lung has been considered by 
many to have increased since the time Bayle* 
first reported his case in 1810. Among these 
may be mentioned Hampeln’® 1875, Mene- 
trier? 1906, Karrenstein?! 1908, Adler® 1912, 
Staehelin and Sachs*? 1914, Kikuth?? 1925, 
Konrad and Franke** 1929, Biberfeld?> 1926, 
Pekelis?é 1931, Zacherl?* 1931, Loizaga and 
Vivoli?® 1934, and Menne and Anderson*® in 
1941. 

Perfillieff®° in 1926 stated: “There has 
been a great increase in the number of cases 
of primary cancer of the lung during recent 
years. . . . In Russia this increase first be- 
came apparent in 1910 and was unusually 
high in 1923 and 1924.” Wahl,*1 in 1927, 
found that cancer of the lung had increased 
6.97 per cent during the preceding five years 
and stated that “we cannot suppress the im- 
pression . . . that just in the last years the 
lung carcinoma shows an enormous increase.” 
Sweany,!3 in 1934, stated that the increase 
was tenfold during the past 50 years and that 
the diagnosis was not over five per cent cor- 
rect at the beginning of the century. As late 
as 1925 the percentage of correct diagnoses 
had barely risen to 47. Rosenblatt and as- 
sociates,®? in 1956, stated cancer in the lung 
had increased 500 per cent since 1930. 
Dorn’s®* statistical studies indicate that the 
increase in mortality from lung cancer is slow- 
ing down. Between 1940 and 1950 the rate of 


increase in mortality declined and was only - 


about one-half that of the previous decade. 
Among white males the death rate of ages 
under 35 was no higher between 1949 and 
1951 than it had been two decades before. 
There was no recorded increase among white 
females from 1939 to 1949, except among 
those over 35 years of age. In the nonwhite 
population the rise in death rate from lung 
cancer was confined to persons over 30 years 
of age. Gilliam** reported in 1955: “I have 
previously stated that the rate of increase in 
recorded mortality was greatest in this coun- 
try between 1914 and 1930 and it has been 
declining since.” 


The question has been asked frequently 
during the past 50 years—Is the increase in 
frequency of lung cancer real or only ap- 
parent? Many have considered it only ap- 
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parent;**8s others have considered the in. 
crease to be real.39-42 The U. S. Public Health 
Service*? in 1950-54 reported a study on the 
incidence rate for cancer of the bronchus and 
lung per 100,000 population in ten cities for 
the years 1938 and 1948. The findings are as 
follow: 


City 1938 1948 Increase 
Atlanta 2.9 8.9 3.06 
Dallas 3.6 16.3 4.52 
Birmingham 4.7 13.6 2.89 
Denver 6.6 14.8 2.24 
New Orleans 7.6 20.8 2.60 
Detroit 7.6 19.0 2.50 
Pittsburgh 8.1 15.7 1.93 
Chicago 9.1 15.9 1.74 
Philadelphia 9.1 18.3 2.01 
San Francisco 9.8 20.8 2.12 


It is difficult to account for the wide varia- 
tions in the frequency of this lesion in these 
ten cities. It is of considerable interest, how- 
ever, to observe the terrific increase in the 
frequency of the disease within a period of 
ten years. It should be remembered that the 
bases of classification for cancer of the lung 
in Vital Statistics were changed in 1939. This 
may be a significant factor in this increase. 

In attempting to determine the frequency 
of cancer of the lung during the past 100 
years, it may be advantageous to establish its 
frequency referable to all malignancies as ob- 
served in large series of autopsies. Such studies 
have been compiled by Karczag,** Rigdon and 
Kirchoff,** and by Steiner.** The latter found 
“a general constancy of lung cancer in the 
different institutions provided the series are 
excluded which deal only with the early years 
of the present century and those confined to 
very recent years. On the average lung cancer 
comprised about 1, 7, and 8 per cent re 
spectively of all necropsies, all malignant 
neoplasms, and all carcinomas.” Many statis 
ticians object to opinions based upon autop- 
sies because the number of cases is small and 
the method of sampling unsatisfactory. The 
question must be answered as to whether the 
conclusions drawn from clinical diagnoses and 
Vital Statistics are preferable to those from 
autopsies for establishing the frequency of 
cancer of the lung. 
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Theories on Etiology 


Many correlative studies have been made 
on the frequency of cancer of the lung in an 
attempt to establish the etiology of this lesion. 
Klotz*? in 1927 said, “It is true that the cancer 
incidence of the lungs shows a parallelism 
with the increased use of gasoline engines.” 
Kennaway and Kennaway** in 1936 reported 
that men engaged in the preparation and sale 
of tobacco show an increased prevalence of 
pulmonary cancer. Frommel*® found a cor- 
relation between tarred roads and cancer of 
the lung. According to Doll and Hill,®° Stocks, 
who is an internationally recognized statis- 
tician, showed in 1952, a direct relation be- 
tween the size of a town, assessed by the num- 
ber of occupied dwellings, and the mortality 
from lung cancer. Furthermore, Stocks®! 
pointed out an inverse relation between the 
incidence of cancer of the lung and the 
amount of sunshine in different cities in Eng- 
land. The correlation receiving the most at- 
tention is that which relates the per capita 
consumption of tobacco with the increased 
frequency of lung cancer.5?-6° McNally,5? in 
1932, and Ochsner,®* in 1941, were among 
the first to point out the graphic relation be- 
tween the production of tobacco products and 
the increase in frequency of cancer of the 
lung. However, in 1948, seven years after the 
original paper,®® Ochsner*! and his group 
stated that “although we previously were of 
the opinion that the chronic irritation result- 
ing from excessive cigarette smoking was a 
factor, this cannot be proved. However, the 
fact that there is a parallelism between the 
number of cigarettes sold in the United States 
and the increased incidence of bronchogenic 
carcinoma is interesting. . . . In our series we 
have not been able to show that there has 
been a higher incidence of smokers than in 
the average population as a whole.” Data re- 
cently reported by Dr. Emma Moss®? from 
Charity Hospital in New Orleans were in- 
terpreted by her as showing no increase in 
the frequency of cancer of the lung in the 
autopsies at Charity Hospital between 1947 
and 1954. 


Some of the clinicians at the John Sealy 
Hospital, which is the teaching hospital for 
the Medical Branch of the University of 
Texas, recently were greatly impressed by the 
tremendous increase in the number of cases 
of lung cancer they were finding. When these 
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cases were checked for the county of residence, 
it was found that the cases were being re- 
ferred to this hospital by physicians from 
many counties throughout the state. It was 
pointed out by Rigdon® at that time that 
better cooperation between doctors, better 
facilities for diagnosis and treatment, and 
better highways and improved means of trans- 
portation, all contributed to the increased 
number of cases of lung cancer being seen in 
the John Sealy Hospital. 

In 1952, a study was made by Rigdon and 
Kirchoff* on the relation of death from can- 
cer of the lung to the number of physicians 
and the number of hospital beds in each of 
the 48 states. In this study it was shown that 
the reported death rate from cancer of the 
lung is higher in those states which have a 
larger number of physicians relative to the 
size of the population, than it is in states 
which have a relatively smaller number of 
physicians. Likewise, the same death rate is 
higher in states which have a large number 
of hospital beds in proportion to the popula- 
tion, than it is in states with a relatively low 
number of beds. Based on this statistical 
study, it may be said that if you do not wish 
to be recorded as dying from cancer of the 
lung move to a state with few physicians and 
few hospital beds and you will be more likely 
to die from something other than cancer of 
the lung. 


Time does not permit a discussion of the 
many agents which have been suggested as 
the etiology of lung cancer. Among those con- 
sidered have been tuberculosis,®° syphilis,® 
influenza,** diphtheria and measles,® chronic 
pulmonary inflammation,® pulmonary scar- 
ring,” road dust,31 dust from grooming 
horses,71_ motor exhaust,?2 war cigar 
makers and sorters,74 arsenic?’ chromium,”¢ 
metaplasia,”® tar,® 
heredity,®° trauma,*! air pollution,®? cigarette 
smoking,®> and inhalation of printers ink 
while reading the morning newspaper.®* 


Tobacco smoking has been considered for 
many years as a cause of lung cancer. In 1888 
Pennell®* quoted Bultin as saying, “There is 
no evidence with which I am acquainted 
which will prove that carcinoma (of the 
tongue) is really much more common among 
adult males who smoke than among adult 
males who do not smoke; yet I think it is not 
improbable that smoking does to a certain 
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extent predispose to the disease.” As early as 
the end of the 19th century Soemmering*® 
suspected smoking to be associated with pul- 
monary cancer. Brosch*¢ in 1900 was one of 
the first to produce malignant proliferation 
in the skin of guinea pigs by smearing the 
area with “tobacco juice.” Tobacco has been 
implicated frequently as an etiologic agent in 
cancer of the lung since 1900. Among those 
who have mentioned this as a possible etio- 
logic agent are Adler® 1912, Joannovic*? 1923, 
Seyfarth’® 1924, Staehelin®’® 1925, Philippson®® 
1926, Tylecote®! 1927, Lipschitz®? 1929, 
Lickint®* 1930, Hoffman® 1931, McNally®? 
1932, Ferrari® 1933, Thys% 1935, Arkin and 
Wagner®? 1936, Cramer®® 1937, and Muller®® 
in 1939. 


The most recent “flare-up” of this peren- 
nial problem followed the studies of Doll and 
Hill,5° Ochsner and associates, Wynder and 
Graham,» and Hammond and Horn.54 A 
careful study of these reports reveals some 
interesting facts. Figure 4, in the paper by 
Hammond and Horn,** shows that the death 
rate per 100,000 population for coronary 
artery disease by current amount of cigarette 
smoking is higher in males who smoke one- 
half to one pack of cigarettes per day than 
in those who smoke one pack or more a day. 
Furthermore, there is little difference at age 
65 to 69 between those who smoke one pack 
or more a day and those that never smoked. 
In the same paper figure 6 shows death rates 
from cancer (all sites) to be greater when less 
than one-half a pack of cigarettes is smoked 
than it is when one smokes one-half to one 
pack a day. Regardless of these specific ob- 
servations, these authors concluded, “These 
findings prove that there is a definite associa- 
tion between smoking habits and death rates, 
at least in white men between the ages of 
50 and 69. . . . The associations found be- 
tween regular cigarette smoking and death 
rates from diseases of the coronary arteries 
and between regular cigarette smoking and 
death rates from lung cancer reflect cause 
and effect relationships.” 


Study on Smoking Habits and Disease 


In our attempt to evaluate the relation of 
smoking to disease we interviewed the follow- 
ing groups of people to obtain their smoking 
histories: 191 
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University of Texas Medical Branch Personnel _ 1,000 
John Sealy Hospital and Clinic Patients 12,905 
Visitors to above patients 783 
A Veterans Administration Hospital and a 
U.S.P.H.S. Hospital 550 
College students 6,374 
Total 21,612 

The clinical diagnosis on 12,050 hospital 
and clinic patients has been correlated with 
their smoking history; this will be reported 
more fully in a subsequent publication. 

The smoking data are based upon the aver- 
age number of cigarettes smoked a day and 
the length of time this number has been 
used. It includes data on males and females, 
white and colored, for the following age 
groups: 15-19, 20-24, 25-29, 30-39, 40-49, 50-59, 
60-69, and 70 years of age and over. The num- 
ber of cigarettes smoked daily is classified as 
follows: 

1. Less than 5 cigarettes 

One-half pack 5-14 cigarettes 
One pack 15-24 cigarettes 
One and one-half packs 25-34 cigarettes 
Two packs 35-44 cigarettes 
More than 2 packs 45 or more cigarettes 


In this study pipe and cigar smokers are 
not converted into cigarette smokers by esti- 
mating one cigar to be equivalent to five 
cigarettes and a pipeful of tobacco equivalent 
to two and one-half cigarettes as Doll and 
Hill5’ have done, or a cigar equivalent to 10 
cigarettes as Sadowsky and associates*? did in 
their statistical study. Based on this method 
of converting cigars to cigarettes, a man who 
smokes three cigars a day would be considered 
statistically a heavy smoker since he would 
fall into the pack and one-half group. Should 
this same man also smoke 10 cigarettes, he 
would be classified as a “chain smoker.’ 

Observations on smoking have suggested to 
us many pitfalls that may occur in such a 
study. Among these may be mentioned the 
length to which a cigarette is smoked. In this 
connection Hilding!®? from Duluth, Minne- 
sota, points out that the butts of cigarettes 
left by smokers give only information as to 
how much of the cigarette was burned—not 
how much was burned into the mouth. Im- 
portant also is whether the cigarettes are 
“rolled” or machine made, and the memory 
accuracy of the respondent when the smoking 
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TABLE 1 


THE PER CENT DISTRIBUTION OF 7,873 WHITE 
MEN ACCORDING TO AGE GROUPS AND 
SMOKING HABITS 


Per Cent Per Cent Smoking 
Non- Ciga- 
Age Total Present Past smokers rettes Pipes Cigars 
15-19 1352 36.8 5.6 57.6 34.2 75 5.9 
20-24 1746 57.7 5.1 37.2 53.3 12.6 10.3 
25-29 941 70.5 8.0 21.5 65.6 12.4 10.6 
30-39 858 77.7 9.1 13.2 72.8 9.2 10.8 
40-49 850 79.2 8.7 12.1 74.7 5.1 6.3 
50-59 865 78.6 9.7 11.7 71.0 7.3 8.9 
60-69 752 66.7 17.2 16.1 58.8 8.8 7.3 
70+ 509 55.6 21.4 23.0 36.1 18.7 11.4 
Allages 7873 63.2 9.0 27.8 57.3 10.0 8.8 


history is taken. Other problems referable 
to statistical studies on smoking and lung 
cancer are discussed more fully by Kirchoff 
and Rigdon,"! Berkson,!® Lew,!°* Gilliam,** 
Macdonald, and Hilding.'° 


Table 1 gives the total number of white 
males in the different age groups, the per- 
centage of present, past and nonsmokers, and 
the percentage smoking cigarettes, pipes 
and/or cigars in our survey.1°! From our data 
the white men 40-49 years of age have the fol- 
lowing smoking history: 

79.2 per cent are present smokers, 8.7 per 

cent are past smokers, and 12.1 per cent 

have never smoked. 

74.7 per cent now smoke cigarettes, 5.1 per 

cent pipes, and 6.3 per cent cigars. 

82.8 per cent smoke or have smoked ciga- 

rettes. 


15.9 per cent of these present cigarette 
smokers smoke less than one pack daily, 
54.2 per cent smoke one pack, and 29.9 per 
cent more than one pack. 
1.9 per cent of these present cigarette 
smokers have smoked 5 years or less, 1.4 
per cent for 6 to 10 years, 4.7 per cent for 
11 to 15 years, and 92.0 per cent have 
smoked 16 years or longer. 
12.8 per cent of those who have smoked for 
16 years or longer smoke one-half a pack 
daily, 46.9 per cent smoke one pack, 17.8 
per cent smoke one and one-half packs, and 
11.0 per cent smoke two or more packs. 
Our average cigarette smoker would be 
considered a maximum smoker in the classi- 
fication of Hammond and Horn,54 Mills and 
Porter,°6 and Schrek and associates.® 


According to the smoking history and the 
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medical diagnoses on the people in our sur- 
vey'°! we have found that a high percentage 
of those with benign tumors, traumatic lesions 
and tuberculosis smoke cigarettes (Fig. 1). In 
a group of 409 pregnant white females 20 to 
29 years of age, 46.5 per cent are present or 
past smokers; we do not wish to imply a 
“cause and effect” relation in this group of 
smokers. 


In our group of 2,066 white men 40 to 70 
years of age (Fig. 1), 90 per cent of those with 
benign tumors smoke cigarettes, 75 per cent 
of those with cancer of the skin and 79 per 
cent of those with hypertensive heart disease 
now smoke or have smoked cigarettes. Of the 
114 cases that were seen because of a trau- 
matic lesion, 81 per cent have smoked or now 
smoke cigarettes. Of the 52 white men with 
cancer of the lung, 94 per cent now smoke or 
have smoked cigarettes. Of those with pul- 
monary tuberculosis, 92 per cent have smoked 
or now smoke cigarettes. In our study the 
percentage of cigarette smokers among the 
patients with tuberculosis is only slightly less 
than that among the patients having lung 
cancer. 


In figure 2 we find that the percentage of 
white male present cigarette smokers smok- 
ing two packs or more of cigarettes a day is 
much higher in the group with benign tumors 
(47.1 per cent) than it is in the group with 
cancer of the lung (28.9 per cent). Further- 
more, the per cent distribution of the amount 
of cigarettes smoked daily by the people in 
the hypertensive heart disease group and in 
the arteriosclerotic heart disease group is es- 


FIG. 1 


PER CENT OF WM. CIGARETTE SMOKERS 
40-70 YEARS OF AGE HOSPITAL AND CLINIC PATIENTS 


Per Cent of Each Group---¥ 
ENTIRE GROUP 2066 


BENIGN TUMORS 19 
CANCER of LUNG 52 
PULMONARY TBC 72 
TRAUMA 114 
CANCER of SKIN 48 
HYPERTENSIVE HEART 


127 


ARTERIOSCLERTIC HEART 
Dis. 89 e 


Present @ Post 


The percentage of present and past cigarette smokers is 
shown according to diagnosis, in a group of white men 
between 40 and 70 years of age. 
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FIG. 2 


‘4 PRESENT WM. CIGARETTE SMOKERS-AMOUNT SMOKED 


Per Cent Each Group-O 10 20 30 40 $0 60 70 Per Cent 


20 yr Smokers 
ENTIRE GROUP 92% 
1435 
= 
BENIGN NEOPLASM 94% 
17 
CANCER OF LUNG 97% 
TBC PULMONARY 92% 
59 
TRAUMA 90% 
88 
HYPERTENSIVE 93% 
HEART IS 
ARTERIOSCLERTIC 90% 
HEART DIS 


Pocks/Dcily mm-! 


Shows the percentage of white male present cigarette smokers, 
according to diagnosis and amount smoked, in a group of 
white men 40 to 70 years of age; also the percentage, ac- 
cording to diagnosis, smoking for 20 years or longer. 


sentially the same as the distribution for the 
entire group. 


Summary 


In summary, it may be said that cancer of 
the lung has been recognized for approxi- 
mately 150 years. During the past 100 years 
an almost continuous controversy has been 
carried on,—Is the increase in the frequency 
of lung cancer only apparent, due to better 
diagnoses, increase in the age of the popula- 
tion, etc., or is the disease actually progressive- 
ly increasing, due to some specific etiologic 

_ agent or agents? 


Vital statistics are too crude to establish ac- 
curately the frequency of cancer of the lung. 
It is my opinion, based on the available data, 
that cancer of the lung has not actually in- 
creased in proportion to all other neoplasms. 


Tobacco products, especially cigarettes, 
have been suggested frequently since the be- 
ginning of the 20th century as an etiologic 
agent in cancer of the lungs. The present con- 
troversy is only a “flare-up” of this* problem. 


A demonstration of a carcinogen in cigar- 
ette tars for the skin of a mouse and a rabbit 
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cannot be accepted scientifically as a carcino. 
gen for the lung of man; such has been known 
for 25 years or longer. The frequency of the 
habit of smoking by peoples throughout the 
world during the past several hundred years 
and the relative infrequency of cancer of the 
lung should make us critical of the observa. 
tions suggesting an association between cig. 
arette smoking and cancer of the lung as 
“cause and effect.” Diseases other than lung 
cancer occur in individuals who are heavy 
smokers without anyone suggesting “cause 
and effect.” Furthermore, many individuals 
have died with cancer of the lung that did 
not smoke. Scientific studies on this problem 
should be encouraged because facts may be 
discovered about the pathogenesis of cancer 
which may serve as the basis for treatment. 
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On The Advantages of Being Ill 

“To be ill, or to undergo an operation, is to be initiated into the mystery of 
nursing, and to learn the comforts and discomforts of an invalid’s life; the unearthly 
fragrance of tea at daybreak, the disappointment of rice pudding when you thought 
it was going to be orange-jelly, and the behavior of each constituent part of the bed- 
clothes. You know, henceforth, how many hours are in a sleepless night; and what 
unclean fancies will not let us alone when we are ill; and how illness may blunt 
anxiety and fear, so that the patient is dull, but not unhappy or worried; and how we 
cling to life, not from terror of death, nor with any clear desire for the remainder of 
life, but by nature, not by logic. In brief, you learn from your own case many facts 
which are not in textbooks and lectures; and your patients, in the years to come, 
will say that they prefer you to the other doctor, because you seem to understand ex- 
actly how they feel. I wish you therefore, young man, early in your career, a serious 
illness, or an operation, or both. For thus, and thus alone, may you complete your 
medical education, and crown your learning with the pure gold of experience. The 
crown of experience is like the crown of Lombardy, a band of iron set in a band of 
gold: and it is believed, even now, by some people, that the iron of that crown is more 
valuable than the gold.”—From Confessio Medici, By Stephen Paget, F.R.C.S. (The 
Macmillan Company, New York City, 1931.) 
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Cryotherapy in the Treatment of 


Stingray Wounds: 


]. FRED MULLINS, M.D., CHARLES J. WILSON, M.D., and 


if he is called upon to treat stingray wounds. 


ONE OF THE MOST EXCRUCIATINGLY PAINFUL 
wounps inflicted on man by any animal is 
that of the stingray. This is a common hazard 
to sea-bathers and fishermen during certain 
seasons of the year. There is very little in the 
literature on the nature of the poison in- 
jected and the therapy of the wounds. The 
majority of treatment modalities have been 
ineffective and somewhat antiquated in their 
approach. Within the past few years ligature 
and cryotherapy have been used in the treat- 
ment of venomous bites and stings to the 
exclusion of the cut-and-suction method. This 
method has not had universal acceptance as 
yet, but is gaining support from those who 
have used the technic outlined by Stahnke.* 

The purpose of this study is to present the 
clinical features of stingray wounds, the utili- 
zation of cryotherapy in their treatment, and 
the results of such treatment in 21 cases. 


Taxonomy and Anatomy of the Stingray 


The stingray belongs to the class Elasmo- 
branchii which includes sharks and _ snakes. 
The four principal types encountered in the 
waters which surround the United States are: 
the California Butterfly Ray (Gymnura mar- 
morata), the Bat Ray (Holorhinus Californi- 
cus), the Round Ray (Urobatis Halleri), anc 
the Diamond Ray (Dasyastis Dipterura). The 
Diamond Ray is the one most commonly 


found along the Gulf Coast and Eastern Sea- 
board. 


This animal is flattened in its antero- 


posterior diameter and as a general rule the 
width equals or exceeds the length. Certain 


*Read before the Section on Dermatology and Syphilology, 
Southern Medical Association, Fiftieth Annual Meeting, Wash- 
ington, D. C., November 12-15, 1956. 


From the Department of Dermatology, University of Texas 
Medical Branch, Galveston, Tex. 


WILLIAM C. BEST, M.D.,t Galveston, Tex. 


For the physician on the seacoast, these suggestions will be helpful 


species attain tremendous sizes, but they are 
not the ones which ordinarily inflict the 
puncture wounds in man. Caudally, there is 
a long tail which bears a sharp spine ap- 
proximately halfway along its length. This 
spine is “TI” shaped in cross section with 
serrated edges which extend laterally and 
cephally. There are longitudinal ventrolateral 
grooves along the spine containing poison- 
secreting spongy tissue. Vellard®:* found that 
the extracts of this spongy tissue is extremely 
toxic to laboratory animals and causes the 
severe pain in man. 


Habitat of the Stingray and Characteristics 
of the Wound 


The stingray comes into shallow water dur- 
ing the months of July and August and the 
majority of wounds occur from the middle 
of July to the first part of September. As is 
the case with other denizens of the deep 
which inflict painful wounds on man, it 
comes into shallow water when the water is 
calm and the weather warm. Generally, the 
victim is a bather wading in the water, or a 
fisherman who is handling one of the rays. 
Because these animals bury themselves par- 
tially in the sand, they are usually stepped 
upon by the victim, who then has a piercing 
sensation. Within a few minutes a very severe 
pain radiates to the axillary region, if the 
puncture wound is on the hand or arm, or 
to the groin and testicles, if the wound is on 
the foot or lower leg. The lateral aspect of 
the foot and ankle is the site of the majority 
of the wounds. 


When the ray is stepped upon or handled, 
the tail is wielded reflexly and the barb is 
driven into the tissue. The direction of the 
serrated edges allows easy penetration, but 
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makes difficult the removal of the spine. The 
poison is secreted from the spongy tissue along 
the spine. If a stingray should break or lose 
its spine, a second one is grown to replace 
the lost member. 

The wound is somewhat angular and on 
occasion can be a superficial laceration with- 
out a true puncture site. Oddly enough, the 
laceration type wound seems to produce as 
much pain as the deep-seated puncture wound. 
Following the puncture, there is immediate 
pallor of the skin about the wound, followed 
by a central hemorrhagic area and peripheral 
erythema and edema. On some occasions 
there is a black exudate torn from the barb 
which remains at the site of the wound. 


Method of Treatment and Results 


The therapy which is advocated and was 
used in this group of cases consists of im- 
mersing the involved extremity in ice water 
to a depth of approximately six inches above 
the wound site. The original temperature of 
the water is approximately 0°C. but once the 
extremity has been placed in it the tempera- 
ture rises to approximately 5°C. In the ma- 
jority of cases it is necessary to maintain this 
immersion for one and a half hours, but this 
will vary somewhat from case to case. The 
pain is reduced in about five minutes, and 
during this time the patient has rather marked 
discomfort from the cold water. The pain 
of the puncture wound is completely relieved 
within 10 to 20 minutes in most cases. This 
has not been attained previously by moderate 
doses of opiates. If the extremity is removed 
from the cold water before the end of an 
hour, the pain returns almost to its original 
character. It is necessary to explore the wound 
or make an x-ray film to be certain that there 
is no retained spine. In some it is possible 
to explore the wound without anesthesia 
other than that produced by the cold water. 
Otherwise, it is necessary to use a suitable 
local anesthetic in carrying out the explora- 
tion. As the case warrants, tetanus antitoxin 


TABLE 1 


Number cases Type Treatment Results 


18 Cryotherapy Complete relief of pain 
in 10-20 minutes 
2 Ice pack or Partial relief in 
chilled water 60-90 minutes 
1 Opiates Partial relief in 


120 minutes 
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or tetanus toxoid is given. In addition, it 
seems justifiable to use a systemic antibiotic 
to decrease the incidence of secondary infec. 
tion at the site of the puncture wound. 


As can be seen from table 1, there was 
complete relief of pain in 10 to 20 minutes 
in 18 cases when cryotherapy alone was used. 
There were 2 patients who received only 
partial relief in 60 to 90 minutes with the 
use of ice packs. One who received only 
opiates received partial relief in 2 hours. The 
ice pack or chilled water did not accomplish 
the same result as the foot immersed in a 
heavy suspension of ice and water. 


Comments and Discussion 


The pain in these cases is so severe that 
even the most stalwart and stoic persons are 
likely to have fainting episodes which re- 
semble a mild shock-like state. In the case of 
males there is severe testicular pain resembling 
that experienced when there is trauma to the 
gonads. Some patients demonstrate an almost 
uncontrollable state of hysteria. Often shak- 
ing chills may be observed within 30 minutes 
to 2 hours after the attack if no treatment 
is given. On one occasion it was observed 
that when the extremity was removed from 
the ice water a chill was precipitated, but 
immediately ameliorated when the foot was 
replaced in the cold solution. If the chill 
does occur there is usually a low-grade fever. 
Since the patients have only a small portion 
of their body immersed in the cold water at 
one time and are usually kept warm, there 
has been no evidence of frostbite or immer- 
sion foot, nor would this be anticipated. Cer- 
tainly, a salt solution would be contraindi- 
cated. 


It is thought that the stingray poison has 
a chemical type of action, and that by the 
reduction of the temperature it is possible 
to reduce the amount of absorption from 
the puncture area. This may allow the toxin 
to be slowly released to the circulation and 
permit ready detoxification by the natural 
defense forces of the body. The cold solution 
may, in addition, anesthetize the nerve end- 
ings for a short period of time. 


Summary 


1. The type of wound inflicted as well 
as the habitat of the stingray is presented. 
2. A new technic in the form of cryo 
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therapy is introduced for the treatment of 
stingray puncture wounds. 

3. Of the 20 patients treated, 18 had good 
results in 10 to 20 minutes, 2 had partial 
relief in 60 to 90 minutes, whereas one pa- 
tient treated with opiates alone required 120 
minutes for partial relief. 
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Discussion (Abstract) 


Dr. D. Truett Gandy, Houston, Tex. The multi- 
plicity of types of treatment which have been sug- 
gested in the past indicates that there is no thera- 
peutic standard of procedure. Any treatment to be 
successful should be given as early as possible. The 
principal aim is twofold: (1) to control the pain, 
and (2) to prevent complications evoked by the 
venom. As the degree of success depends largely 
upon the rapidity with which therapy is instituted, 
the ideal treatment would be one started by the 
patient himself. The wound should be irrigated im- 
mediately with the cold salt water at hand, for not 
only may some of the toxin be washed out by the 
mechanics of this operation, but the cold water serves 
both as a vasoconstrictor and mild anesthetic agent. 
After it has been determined that there is no re- 
tained spine, one properly qualified to do so may 
place a constrictive band above the wourd. The so- 
called “incision and sucking” technic is of question- 
able value. As to the next best step there seems 
now to be two schools of opinion, the hot water 
advocates and the cold water advocates, each confi- 
dent that it is defending the citadel of truth. The 
extremity may be submerged in water as hot as can 
be tolerated for 30 minutes to an hour. Not only 
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is the pain alleviated, but the proponents of this 
method believe that heat may have a detrimental 
effect on the venom, since boiling readily destroys 
the toxin in vitro. But for my own part I must 
concede that the results achieved by our essayists 
with the cold water method seem more impressive 
to me. And from what I have been able to learn 
through a perusal of the scant literature on the sub- 
ject, I venture to predict that this method will prove 
best when tested further in the crucible of time and 
trial. 


Dr. Wesley W. Wilson, Tampa, Fla. Dr. Mullins 
and his associates are to be congratulated on this 
excellent clinical study of a new method for a simple 
and effective treatment of stingray wounds. 

As has been mentioned the anesthetic effect pro- 
duced by cold applications has been found to be 
very effective in the treatment of snakebite wounds 
and I am in agreement with Dr. Mullins that this 
same principle should be effective in the treatment 
of stingray wounds. Very little is known about the 
chemistry of the venom that produces the reactions, 
and no specific drug has been developed for the neu- 
tralization of the toxic effect of the stingray venom. 


Perhaps the one measure which has prevented 
more stingray wounds is that most individuals who 
engage in the sport of crabbing and scalloping either 
drag or slide their feet along the bottom. Thus, when 
the stingray, which is on the bottom, is touched it 
swims forward and thrusts its barbed tail upwards 
and therefore misses in its strike. 

I further agree that the other measures which 
Dr. Mullins has already mentioned, such as probing 
the wound, making x-ray films to determine whether 
or not any elements of the barb remain, and the 
use of tetanus antitoxin are all helpful and necessary 
in the treatment of this painful and serious injury. 
A further advantage in the treatment suggested by 
Dr. Mullins is that it can usually be carried out 
as a first aid method, since ice and some type of 
container are readily available along the waterfront 
and cold immersion can be carried out shortly after 
such an injury. 
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Trial of Poly(methylene -4-hydroxy- 


benzenearsonic acid) in Amebiasis 


MARK T. HOEKENGA, M.D.,t La Lima, Honduras 


The author reports his results with a new amebicide which seems to give good results. 


ALTHOUGH THERE IS ALREADY A PLETHORA of 
amebicidal drugs on the market, this very 
abundance attests to the continued in- 
adequacy of present-day treatment regimens. 
Regardless of which compound is used, final 
parasitologic cure rates rarely exceed 70 to 80 
per cent, even though a temporary arrest of 
symptoms sometimes occurs in a higher per- 
centage of infections. So, the search for newer 
and better amebicidal agents should go on. 

The 43 patients herein reported constitute 
a promising preliminary report on_ poly 
(methylene-4-hydroxybenzenearsonic acid), a 
substance which is a mixture of polymers 
formed from the reaction of formaldehyde 
and 4-hydroxybenzenearsonic acid, having the 
general formula: 


— 
ow 


A530, tr, 


Its synthesis was first reported by Faith! in 
1950. Florestano and Bahler? noted that it is 
rather ineffective against several bacteria, in 
vitro. 

The substance showed no action on E. 
histolytica in the presence of bacteria in a 
1:2000 dilution. With no multiplying bacteria, 
the compound was active at 1:4000. However, 
in rats infected with E. histolytica it is dis- 
proportionately effective; a dose of 25 mg., 
orally, twice a day for two days (total of 2.0 
Gm /K) cleared 10 out of 10 animals (Bunde’*). 

+From the Medical Service of the United Fruit Company 
oo Railroad Company) Hospital at La Lima, Honduras, 


"Present Address, Chiriqui Land Company, Medical Depart- 
ment, Pto. Armuelles, Panama. 


So far, this newly synthesized anti-amebic 
drug has had human trials reported in only a 
small group of six chronic, resistant Japanese 
cases; in these, Sawada and his associates! 
achieved excellent results without encounter- 
ing toxic side effects. We, therefore, decided 
to institute a clinical trial in Honduras. 


Material and Methods 


Selection of patients. The only criterion 
for inclusion in this study was that there 
should be indisputable microscopic identifica- 
tion of E. histolytica trophozoites or cysts. 
Fifty-two patients were originally selected for 
treatment, but the follow-up was adequate in 
only the 43 herein reported. Of the 43, 19 
(44 per cent) had frank dysentery and 24 (56 
per cent) did not have dysentery, although 
frequently they, too, presented other symp- 
toms such as abdominal pain and cramps or 
recent bouts of diarrhea. Two of the patients 
with dysentery also had moderately enlarged 
and tender livers, presumed to be caused by 
amebic hepatitis. All individuals were hos- 
pitalized during the treatment period. 

Race, Sex, Age. Except for one 9 year old 
North American boy, all of the subjects in- 
cluded in this study were Honduran mestizos. 
There were 20 males and 23 females in the 
group, and the ages ranged from 14 months 
to 56 years. 

Treatment schedules. The usual dosage 
for older children and adults was 500 mg. 
thrice daily for 7 to 10 days (10.5 to 15.0 Gm. 
total), and younger children were given lesser 
quantities. For example, a child of 14 months 
took 250 mg. twice daily and children 2 to 4 
years took 250 mg. thrice daily. The details 
of these dosages for each patient are presented 
in tables 1 and 2. In 6 instances, early failure 
from the parasitologic view was followed by 
retreatment; four of these are indicated in 
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table 1 and 2 of them in table 2. In one 
asymptomatic subject, the amount of 1.5 Gm. 
daily was continued for 23 days in order to 
observe possible toxic effects. Two 7 year old 
boys, who were among the 6 persons receiving 
retreatment (numbers 6 and 7 in table 2), 
were given total amounts of 26.2 and 21.0 
Gm., respectively, partly in an attempt to 
achieve cure and partly to observe them for 
drug toxicity. 

Criteria of cure. Post-treatment follow-up 
examinations began 7 to 10 days after com- 
pletion of treatment. Most of the stool speci- 
mens were passed normally; one or two from 
each patient were warm, liquid, obtained by 
purgation with two ounces of sodium sulfate 
or sodium phosphate. Apparent cure was ad- 
mitted when a minimum of six negative speci- 


TABLE 1 


AMEBIASIS PATIENTS CURED WITH POLY 
(METHYLENE-4-HYDROXYBENZENEARSONIC ACID) 


Patient Severity of Total Amount of 
Number Sex Age Symptoms Drug, in Grams 

1 M 38 ++* 15.0 

2 M 42 None 12.0 

3 F 37 +++ 5.25 

4 F 35 a 12.0 

5 M 26 sot 12.0 

6 F 29 + 13.5 

7 F 26 None 34.5 

8 F 30 None 13.5 

9 M 9 +++° 12,0°* 
10 F 18 ++ 16.0 
ll F 10 ++ 10.0 
12 M 40 +++ 15.0 
13 M 4 None 4.5 
14 F 6 None 4.5 
15 M 1% None 4.0 
16 F 17 coe 15.0 
17 F 5 + 4.5 
18 F 40 cok 15.0 
19 F 56 ++++ 27.5°* 
20 F 55 +++ 15.0 
21 M 18 None 10.5 
22 M 12 None 75 
23 F 12 None 10.5 
24 M 20 ep 12.0 
25 M 20 None 15.0 
26 F 23 ++++ 23.0** 
27 M 8 ++++ 7.5 
28 F 2 ++ 575°" 
29 F 39 None 10.5 
30 F 17 None 10.5 
31 F 21 None 10.5 
32 F 2 10.5 
33 M 1% +++ 5.25 
34 F 31 +++ 21.0 


*These two patients also had amebic hepatitis. 


**The total dose in these 4 cases represents more than one 
course of treatment. In these instances, there was early para- 
sitologic failure followed by retreatment. The tabulation in- 
Cludes both original and retreatment quantities. 
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TABLE 2 


AMEBIASIS PATIENTS NOT CURED WITH POLY 
(METHYLENE-4-HYDROXYBENZENEARSONIC ACID) 


Total Interval 
Amount Between 
Patient Severity of | of Drug, Treatment 
Number Sex Age Symptoms in Grams and Failure 
1 M 51 None 12.0 3 weeks 
2 M 54 +++ 14.0 2 months 
8 M 3 cep 5.25 1 week 
4 F 17 + + 12.0 2 months 
5 M 38 None 15.0 2 months 
6 M 7 None 26.2° 1 week 
7 M 7 + 21.0°* 3 months 
8 F 26 + 10.5 5 weeks 
9 M 22 None 6.0 4 weeks 


*This boy first received 5.2 Gm. and relapsed at 3 months. 
He then received 10.5 Gm. and relapsed at one month. A 
third course of 10.5 Gm. was followed by relapse at one week. 
The total he received, therefore, was 26.2 Gm. 

**This boy first received 10.5 Gm. and relapsed at 3 weeks. 
A second course of 10.5 Gm. was followed by relapse at 3 
months. The total he received, therefore, was 21.0 Gm. 


mens was obtained during the 6 to 9 months 
following treatment, and when the patient 
remained clinically asymptomatic. Most of the 
group had more than this minimum; the aver- 
age number of specimens examined per person 
was nine. These specimens were examined by 
both wet mount and iodine-eosine mount 
technics. For confirmation, slides were stained 
with a modification of Kessel’s iron-hemo- 
toxylin technic.5 Although sigmoidoscopic ex- 
aminations and cultures for E. histolytica 
could not be done, the multiple examinations 
make for stricter criteria of cure than those 
employed in many recently published evalua- 
tions of amebicides. 


Results 


Immediate response. Symptoms generally 
were alleviated rapidly. The acute manifesta- 
tions such as fever, dysentery, cramps and 
tenesmus disappeared in 3 to 4 days, some- 
times as early as 24 to 36 hours. In a few in- 
dividuals, vague abdominal discomfort or 
slightly loose stools persisted for 6 to 8 days, 
but all patients were completely asympto- 
matic by the time that the seven to ten day 
course of treatment was completed. Symp- 
toms and laboratory evidence of hepatitis in 
two patients likewise were alleviated within 
one week. 

Drug toxicity. There were no instances of 
nausea or vomiting, nor of other clinical evi- 
dence of drug toxicity, including the woman 
who received 34.5 Gm. over a 23 day period, 
and the 2 seven year old boys who received 
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TABLE 3 


INCIDENCE OF FAILURES RELATED TO THE 
SEVERITY OF THE SYMPTOMS 


Number of Failures 

Patients Number Per Cent 
Dysenteric 19 3 15.8 
Lesser Symptoms 7 2 28.6 
Asymptomatic 17 4 23.5 
Total 43 9 20.9 


21 to 26 Gm. total in more than one treat- 
ment course. No effect was noted on the urine, 
nor on erythrocyte or leukocyte counts. In ten 
infections, including that patient given the 
34.5 Gm., a battery of liver function tests re- 
mained normal. 


Late results. Of the 43 subjects, there were 
34 (80 per cent) who satisfied all of the cri- 
teria of apparent cure, and there were 9 (20 
per cent) who were failures by parasitologic 
examination. However, the dosages varied 
considerably, and the interpretation of the 
cure rate can only be made in the light of 
the details of therapy. Amounts of the ame- 
bicide given to each individual are therefore 
presented in tables 1 and 2. Table 1 reveals 
that most of the adults who were cured had 
received between 10 and 15 Gm. of the com- 
pound, one as little as 5.25 Gm. Table 2 shows 
that the 9 failures occurred in the same dosage 
range. These failures were noted at intervals 
varying from one week to three months after 
completion of treatment. Failure in this small 
series did not appear to be related to the 
severity of the symptoms; table 3 demonstrates 
that patients with dysentery did just as well 
as the asymptomatic ones. 


Comments 


A cure rate of 80 per cent against human 
amebiasis is good, but not spectacular, in as 
much as other amebicidal agents currently in 
use will do about the same. However, any 
new drug which does as well as this on a single 
short course of treatment merits further in- 
vestigation, especially when no clinical or 
laboratory evidence of toxicity is encountered. 
It may be that dosages slightly higher will 
increase the rate of cure, and for this it is 
recommended that the usual adult dose be at 
least 15 Gm. in a seven to ten day period. 

Another factor that commends this com- 


pound to further trial is the fact that it ap- 
pears to be fairly effective in controlling acute 
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dysentery as well as the less incapacitating 
symptoms. As pointed out, 44 per cent of the 
cases were frankly dysenteric; and an addi- 
tional 16 per cent had lesser symptoms. Yet, 
the immediate response in almost all instances 
was fairly prompt. In many published studies, 
the final relapse rate is a little higher in 
dysenteric cases than in nondysenteric, but 
this was not true in the present study, as 
noted in table 3. 

Follow-up was terminated between 6 and 9 
months after treatment. Patients in this area 
return to an environment favorable to re. 
infection when they are discharged from the 
hospital. Therefore, observation over a more 
prolonged period of time may be quite mis. 
leading and so is not customarily carried out 
by us. Actually, we feel that the occurrence 
of a positive stool after even two to four 
months may as likely be a reinfection as a 
relapse in such an environment; some of our 
failures may well be in this category. 

Although we have spoken of dysenteric and 
nondysenteric cases in this report, we wish to 
re-emphasize the fact that one should not 
speak of the treatment of cysts as something 
different from, and less important than the 
treatment of trophozoites. All treatment is 
aimed at the ulcer-producing trophozoites; 
but because cysts develop from the tropho- 
zoites, their presence or absence can be used 
as an index of success or failure of the thera- 
peutic procedure aimed at the trophozoite. 
This concept is basic, but is often ignored in 
practice. 


It should be noted that the 9 patients who 
did not have an adequate follow-up, and who 
were therefore not included in this evalua- 
tion, responded well to the courses of poly 
(methylene-4-hydroxybenzenearsonic acid). 
Some of them had two or three negative 
specimens after treatment. Many reported 
series would have included these as “cures.” 
If we had done so, instead of adhering to the 
criteria described, our cure rate would have 
been higher. 


Summary 


A new synthetic amebicidal drug, poly 
(methylene-4-hydroxybenzenearsonic acid), 
has been described. Employing strict criteria 
of cure, preliminary results with a nontoxic 
dose indicate an apparent cure rate of 80 per 
cent among a series of 43 patients, more than 
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half of whom were symptomatic. Further 
dinical investigation of this compound is 
merited, particularly employing larger quan- 
tities. 
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WANTED-—2,000 
NEW MEMBERS 


Don’t you think it would be extra special if we could add 2,000 new 


members to our roster by this time next year? We think it would, but 


a lot depends on you. 


Now, here’s a plan that we think will work—We have a little less than 


10,000 members at the present time. If five members could get just 


one physician to join SMA, then we would have our set quota of 2,000. 


Talk to four other member physicians in your city, and the five of you 


get the sixth. We think it will work, what about you? 
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Chronic Secretory Otitis Media: 


Diagnosis and ‘Treatment* 


B. W. ARMSTRONG, M.D.,¢ Charlotte, N. C. 


Though the various chemotherapeutic agents and antibiotics have decreased markedly the 
purulent complications of middle ear disease, they may be the cause of the great number of 

instances of sterile fluid persisting in the middle ear. This chronic disease, resulting in a high 
incidence of impaired hearing, should be constantly in the mind of the general practitioner 


and pediatrician. 


SECRETORY OTITIS MEDIA is an old disease that 
has shown a remarkable increase during the 
past fifteen years. This is in contrast to so 
many otologic conditions that have become 
increasingly uncommon during the era of 
antibiotics and chemotherapy. Just how 
much of the increase in secretory otitis media 
is attributable to treatment with antibiotic 
and chemotherapeutic agents cannot be de- 
termined. Unquestionably, many of these 
ears represent unresolved otitis media or 
abortive mastoiditis. The purpose of this 
presentation is to: (1) stress the incidence of 
secretory Otitis media; (2) review the diag- 
nostic signs; and (3) report the results of treat- 
ing chronic cases with indwelling vinyl tubing. 
Etiology will not be discussed. 


Incidence 


Secretory otitis media has been the most 
common otologic diagnosis made in my 
practice during the past two and one-half 
years. An average of slightly over two ears 
with fluid have been seen per office day, 
making a total of 1,016 ears. The most 
striking fact is that 793, or 78 per cent of 
the 1,016 affected ears occurred in children 
8 years of age or under (Chart 1). It is evi- 
dent that the pediatricians and general prac- 
titioners, if properly indoctrinated, would be 
in a position to render a great service in the 
conservation of hearing. Very few of the 
children in this series were referred with an 
established diagnosis of secretory otitis media. 
Child after child had been recently examined 


*Read before the Section on Ophthalmology and Otolaryn- 
gology, Southern Medical Association, Fiftieth Annual Meeting, 
Washington, D. C., November 12-15, 1956. 

+From the Charlotte Eye, Ear and Throat Hospital, Char- 
lotte, N. C. 


by the referring physician and the fluid 
simply overlooked. I do not wish to censor 
the general practitioners and _ pediatricians 
as much as the otologists. We have been con- 
tent to discuss secretory otitis media among 
ourselves and have failed to acquaint the 
rest of the profession with the prevalence and 
seriousness of this disease. 


Diagnosis 


Constant vigilance is necessary, for the 
diagnosis is not always easily established. The 
diagnosis can be suspected when the patient 
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complains of fullness, stuffiness, or a sensa- 
tion of pressure in the ear. Hearing may vary 
on changing position. The patient’s own 
voice sounds loud to him, and he may liken 
it to talking with his head in a _ barrel. 
Tinnitus is a common complaint. Some 
patients describe a peculiar paresthesia of 
the pinna and surrounding skin. Still others 
may obligingly state that they have water in 
the ear. The history alone almost makes the 
diagnosis under such circumstances. Small 
children can give no history, and a surprising 
number of parents fail to notice that their 
children are hard of hearing. How many times 
have we heard parents say that they thought 
the child was hard-headed or just stubborn? 
. Children two and one-half or under have not 
developed enough speech to provide an ac- 
curate basis for observation, and their hearing 
loss is seldom recognized by the parents. The 
younger the patient, the less help we can 
expect from the history, and the more we 
must depend upon our own observations. 

No one denies that a fluid level is diag- 
nostic of secretory otitis media. Unfortu- 
nately, this so-called characteristic sign is 
present only in mild or resolving cases. 
Bubbles may also be seen as the process sub- 
sides. More frequently the drum is retracted, 
and has a dull, greasy, yellow color. It often 
appears as though the drum had been coated 
with melted butter. Many drums have normal 
luster; others are chalky or bluish-grey in 
color. The drum may be retracted, in normal 
position, or even bulging. 


When the drum is retracted, the malleus 


FIG. 1 


Binaural transmission test with 128 cps fork substituting for 
patient's voice. 


handle appears broader and whiter than 
normal. The short process is also very promi- 
nent, and there is little or no excursion of 
the drum when observed with a pneumatic 
otoscope. Slight annular injection can some- 
times be seen with magnification. The classic 
findings may all be absent or indefinite when 
we are confronted with an opaque or scarred 
drum. Under such circumstances, the Weber 
test may help if the disease is unilateral and 
the patient old enough to cooperate. Infla- 
tion helps to confirm the presence of fluid, 
and yet a few ears with very thick fluid inflate 
easily and the characteristic fluid sounds are 
absent. The audiometer is of limited value 
in young children and is not diagnostic under 
any circumstances. 

Many ears containing fluid are found in 
the course of doing a complete examination. 
There may be nothing in the history to 
indicate a disorder of the ear. Small children 
are often apprehensive, and even a pneu- 
matic otoscope cannot be used successfully. 
The binaural transmission test may be help- 
ful where the history is not dependable, the 
drum opaque, or cooperation poor. A diag- 
nostic tube placed in the patient’s ear trans- 
mits the patient’s voice with remarkable in- 
tensity when there is fluid in the middle ear. 
In bilateral disease, with a tube in both ears, 
the voice sounds are unusually loud and clear. 
In patients with unilateral disease the voice 
is heard much louder via the affected ear. 
Repeated observation will familiarize the ex- 
aminer with transmission of patient’s voices 
under normal conditions.* 

The binaural transmission test serves as 
an objective version of the Weber test in 
patients with secretory otitis media. A low- 
pitched tuning fork placed on the vertex can 
be substituted for the patient’s voice, al- 
though the result obtained may be less con- 
clusive (Fig. 1). The 128 cps fork is more 
reliable than the 256 cps fork. The low 
frequency fork placed on the mastoid process 
of the normal ear will be heard louder via 
the tube in the affected ear. This test also 
helps to differentiate fluid from nonfluid 
forms of conductive deafness, such as, 
otosclerosis. 


*The transmission test may be inconclusive when there is 
only a small amount of fluid in the ear. 

Allowance must be made for variations in inherent reso- 
nance of different heads and even of the two sides or halves 
of the same head. The factors influencing head resonance 
are still under investigation. 
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Treatment 


The causes of obstruction of the eustachian 
tube are many, and treatment must be di- 
rected toward the basic disease process as well 
as restoration of ventilation of the middle 
ear. Interruption of the normal aerating 
function of the tube is followed by absorption 
of the air in the middle ear and mastoid. 
The resulting partial vacuum incites a transu- 
date of fluid. Low-grade inflammation of 
the mucosa of the tube and middle ear may 
produce an exudate of fluid. Most of the 
fluid-containing ears in children probably 
represent cases of unresolved acute otitis 
media. Edema or inflammation in the cili- 
ated mucosa and submucosa of the tube con- 
tribute to the chronicity of secretory otitis 
media. Movement of cilia toward the 
nasopharyngeal orifice may perpetuate the 
partial vacuum and account for the fact that 
the drum is usually retracted in chronic 
secretory ears. The accepted forms of treat- 
ment for secretory otitis media are varied, but 
all are attempts to restore normal ventilation 
of the middle ear. Treatment of secretory 
otitis media may be summarized as follows: 

A. Direct attack on the eustachian tube 
and surrounding area: (1) inflation, (2) 
bougienage, (3) nasal medications, (4) 
adenoidectomy, (5) radiation. B. Indirect 
approach to eustachian tube: (1) treatment 
of nasopharyngeal lesions, (2) allergy man- 
agement, (3) hormone treatment. C. My- 
ringotomy plus suction and/or inflation. 
D. Mastoidectomy: (1) simple, (2) radical. 

Politzerization or Toynbee inflation is to 
be preferred to inflation by catheter because 
there is no danger of trauma to the tubal 
orifice. Bougienage has been condemned as 
a traumatic procedure which can hardly be 
expected to produce any favorable result. 
Nasal medications, particularly mild vaso- 
constrictor drugs, may be helpful in con- 
trolling nasal and peritubal congestion. 
Adenoidectomy should be performed when 
indicated. Particular attention must be paid 
to the fossa of Rosenmuller and the naso- 
pharynx inspected with a mirror during 
adenoidectomy in order to be absolutely 
certain that all lymphoid tissue that en- 
croaches upon the eustachian tube is re- 
moved. Irradiation of the nasopharynx, in 
my opinion, has been abused although most 
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of us will admit that it has limited applica. 
tion in children. I seriously question its 
value in adults. 

We must not overlook basic allergy as a 
contributing factor. It should be emphasized 
that supplementary treatment, particularly 
in the field of allergy, should not be with. 
held when indicated. There may be patients 
who would be benefited by hormone therapy, 


Refractory cases of secretory Otitis media 
should have a myringotomy plus suction 
and/or inflation to remove as much fluid 
as possible. Mastoidectomy, simplet or 
radical,* has been done in a few instances 
to relieve chronic secretory otitis media. The 
chronic cases are often challenging to our 
ingenuity. 

The treatment of chronic secretory otitis 
media consists largely of control or elimina- 
tion of basic contributing factors and the 
re-establishment of ventilation of the middle 
ear. Historically, the attempts to restore 
ventilation may be summarized as follows: 

A. Myringotomy: (1) conventional, (2) 
wide, (3) multiple. B. Myringotomy— 
permanent (attempts): (1) cautery, actual 
or chemical, (2) trephine, (3) excision 
manubrium of malleus, (4) excision of part 
of the tympanic membrane. C.  Introduc. 
tion of object to prevent closure of tympanic 
membrane: (1) vinyl tube. 

The success of myringotomy and its varia- 
tions depends largely upon the tenacity of the 
disease and how quickly the drum closes. 
It is generally agreed that the myringotomy 
incision often closes before the eustachian 
tube returns to normal. The tendency for 
the drum to close too soon accounts for the 
variety of methods proposed since Toynbee 
first attempted to produce a permanent per 
foration nearly one hundred years ago. In 
general, the larger the opening, the greater 
the chance of success. Hotchkiss® found this 
to be true when he used corneal trephines of 
various diameters. Over the years, my at 
tempts to produce a permanent perforation 
have invariably met with failure. It seemed 
logical to introduce an object that would 
forestall premature closure of the incision and 
at the same time provide for ventilation of 
the middle ear. 

Two years ago a preliminary report® gave 
the results of treating chronic secretory otitis 
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A. Beveled vinyl tube. B. Tube in place. 


media by inserting vinyl tubing into the 
middle ear. This mode of treatment has been 
widely used (Hart,® Lathrop,!®  Farrior," 
Richards,'* Hoople,!* and others,!4-) and 
the reports of those who have tried it have 
been enthusiastic. Several otologists have 
expressed skepticism of this method of treat- 
ment and have not attempted it. 


Technic 


The external auditory canal and drum are 
prepared with 95 per cent alcohol. A my- 
ringotomy is performed as low as practical 
in either the anterior or posterior inferior 
quadrant. The location of the myringotomy 
is relatively unimportant and is dictated by 
the degree of retraction. Fluid is removed 
by spot suction applied to the myringotomy 
incision and alternated with inflation. For 
some unexplained reason fluid that cannot be 
satisfactorily removed in this manner can 
sometimes be removed by applying negative 
pressure with a pneumatic otoscope combined 
with Valsalva, Politzer, or Toynbee infla- 
tion. A piece of vinyl tubing about one 
centimeter long is cut with a 45 degree bevel 
on one end.* When the drum is sharply 
retracted and the middle ear very shallow, 
a shorter bevel may be advisable. The 
beveled end is inserted through the incision 
in the tympanic membrane (Figs. 2 and 3). 
The vinyl tube interrupts the vacuum in the 


*Number 444 T B-D plastic tubing (special vinyl com- 

Pound) is used. Distributed by Becton, Dickinson and Com- 

pany, Rutherford, N. J. This may be sterilized by boiling or 

autoclaving and is preferred to polyethylene tubing which 

ne? Asan sterilized by prolonged soaking in an appropriate 
ic, 
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middle ear, insures ventilation, and permits 
the eustachian tube to return to a normal 
condition. Occasionally, fluid may drain 
through the tube. The patient is instructed to 
practice Valsalva inflation several times each 
day and return in one or two weeks. Infla- 
tion will determine patency of the tube and 
the presence of any fluid. The sound heard 
during inflation is of lower pitch than that 
usually heard with a perforation in the tym- 
panic membrane. Occasionally the tubing 
may become plugged with dried secretion. 
When this occurs it is a simple matter to 
replace it with a new piece. The tubing may 
be left in place from one week to three months 
or longer depending upon the duration of 
the disease and the clinical response. No 
permanent perforations have resulted. 


Case Reports 


Case 1. C. T. B., an 8 year old white boy, was first 
seen on June 2, 1956. His parents stated that he had 
been hard of hearing since two years of age. For six 
months his hearing had been growing progressively 
worse, and he had become very nervous. He had never 
had earache. The tonsils and adenoids had been 
removed at the age of six. 


Examination revealed typical findings of fluid in 
the ears, bilaterally, with a conductive loss of ap- 
proximately 25 decibels in both ears. There was a 
large mass of lymphoid tissue in the nasopharynx. 

On June 6, under general anesthesia, the lymphoid 
tissue was removed from the nasopharynx, bilateral 
myringotomy was done and thick fluid aspirated from 
both ears. Vinyl tubing was placed in both ears. He 
was dismissed from the hospital the following day. 


The follow-up examination on June 20 revealed no 
evidence of fluid in either ear, and an audiogram 
indicated normal hearing in both ears. The tubes were 
removed on July 3. On September 17, 1956, the drums 
were normal, and there was no evidence of fluid. 


FIG. 3 


Cross section of ear showing vinyl tube ventilating middle 
ear. 
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Case 2. Mrs. M. E. H., a 54 year old white woman, 
was first seen on May 10, 1954, complaining that her 
left ear had been stopped up since having an abscess 
in the ear in July, 1952. Since that time she had 
made regular visits to an otolaryngologist who had 
inflated the ear on fifty occasions, passed bougies 
eleven times, and had treated her many times by 
packing the nose. 

The left drum was dull, retracted, and typical of 
fluid. Audiogram revealed a conductive loss of forty- 
five decibels. 


Upon inflation the tube proved to be quite tight, 
and the fluid was only partially displaced. A my- 
ringotomy was done and thin fluid removed by suction 
and inflation. A vinyl tube was inserted into the 
middle ear. The patient was advised to practice 
Valsalva inflation three times daily. 

On June 3, 1954, there was no evidence of fluid, 
and the tube was removed. Two weeks later the 
tympanic membrane had healed and an audiogram 
was normal. There has been no recurrence. 

Case 3. Mrs. M. H. S., an 80 year old white woman, 
was first seen on May 22, 1954, complaining that her 
right ear had been stopped up for ten to twelve years. 

Examination revealed the right tympanic mem- 
brane to be opaque and retracted. Fluid was 
suspected. Audiogram indicated a mixed loss ranging 
from 40 to 70 decibels in the right ear and a per- 
ceptive loss of 15 to 55 decibels in the left ear. 

It was impossible to inflate the ear satisfactorily. 
Myringotomy was done, fluid aspirated, and a vinyl 
tube placed in the middle ear. 


On July 17, 1954, there was no evidence of fluid and 
the tube was removed. Two weeks later there was no 
fluid, inflation was normal, the drum had healed, and 
an audiogram indicated a perceptive loss of 20 to 60 
decibels. There has been no recurrence. 

Case 4. M. J. F., a 6 year old white girl, with a 
history of having difficulty in hearing for three to 
four years, was first seen on May 20, 1955. She had 
had earache on only one occasion. ‘Tonsils and 
adenoids had been removed at 18 months of age. Re- 
current lymphoid tissue had been removed from the 
nasopharynx in 1953. During the winter of 1954-1955 
she had received intensive treatment for allergy and 
six X-ray treatments to the nasopharynx. 

Examination revealed both ears to be typical of 
fluid. Audiogram indicated an average loss of 36 
decibels in the right ear and 15 decibels in the left 
ear. The nasal mucosa was pale and boggy. There 
was a large mass of lymphoid tissue in the naso- 
pharynx. 

On May 31, 1955, under general anesthesia, fibrotic 
lymphoid tissue was removed from the nasopharynx 
and a bilateral myringotomy performed. Thick fluid 
was removed from the right ear and a little thin 
fluid from the left ear. A tube was placed in the right 
ear. 

The ears were free of fluid on June 15, and an 
audiogram was normal. ‘The tube was removed. She 
remained asymptomatic until March 30, 1956, at 
which time she had acute suppurative otitis media, 
right. This cleared satisfactorily under treatment 
with sulfonamide. 
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Comment 


In this series of 1,016 fluid-containing ears, 
there were 69 (6.8 per cent) ears with chronic 
involvement in which tubes were used. These 
fell into three categories: (1) ears that failed 
to improve after conventional treatment; 
(2) ears that were known to have been filled 
with fluid for a long period of time; and 
(3) two patients who might have improved 
without a tube, but lived too far away (over 
75 miles) to permit them to return for regu. 
lar treatments as frequently as desired. 


The average age of patients with chronic 
secretory otitis media treated with indwelling 
vinyl tubing was 25.5 years. The youngest 
patient was 4 and the oldest 80 years of age. 
The average duration of the loss of hearing 
was 101 weeks. The shortest duration of 


symptoms was 3 weeks and the longest 14 
years. The fluid was thick in 32 ears and thin 
in 37 ears. Tubes were used initially without 
other treatment when the history indicated 
that fluid had been present for several years. 


Results and Complications 


Good results without known _ recurrence 
were obtained in 60 ears. Good results after 
treating one or more recurrences were ob- 
tained in 8 ears. In one case there has been 
no follow-up, and the condition is not known. 
For the purposes of definition, an ear that 
remained clear for three months was assumed 
to be cured. If fluid again appeared in less 
than three months, it was regarded as a re- 
currence. Two patients developed fluid 
after five and six months respectively and 
are free of fluid but wearing tubes at this 
time. Richards!* and the author each had a 
patient who developed purulent otitis media 
after introducing the tube. These were pre- 
sumably due to a flaw in sterile technic. 
With these two exceptions no complications 
are known to have occurred. In 7 instances 
the vinyl tube was extruded, the drum hav- 
ing healed. In 6 of these the ear was clear 
of fluid when the tube was expelled. The 
other one required myringotomy and re 
introduction of a tube before the fluid sub- 
sided. A lower incidence of extrusion can be 
expected if a blunt or shorter beveled tube is 
used. 


Summary and Conclusions 


A series of 1,016 fluid-containing ears were 


were 
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observed in private practice during a two 
and one-half year period. Of these, 793 or 78 
per cent occurred in children 8 years of age 
or under. In spite of accepted conventional 
forms of treatment in 67 ears the process 
either was or became chronic. The 67 ears 
having chronic secretory disease (plus two in 
patients whose homes were too far away for 
close observation) were treated with the use 
of indwelling vinyl tubing, which resulted 
in prompt cure in 60 ears and a cure after 
repeated use of tubing in 8 ears. In one case 
there has been no follow-up. Chronic secre- 
tory otitis media that fails to respond to con- 
ventional treatment may be satisfactorily 
treated witht indwelling vinyl tubing. A 
preliminary report on the binaural trans- 
mission test was presented. 
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Discussion (Abstract) 


Dr. Lyle M. Sellers, Dallas, Tex. It is indeed a 
great privilege to have been asked to discuss the ex- 
cellent paper presented by Dr. Armstrong. 

He has presented four points of interest that I 
would like to discuss. These are as follow: 

1. That secretory otitis media is an old disease. 
I am sure that it is a clinical entity far older than 
most of us realize. 

In a paper read before the Royal Society on May 
29, 1755, and published in Volume 49 of the Philo- 
sophical Transactions of that Society in 1756, Jonathan 
Wathen noting the type of mucous membrane lining 
the eustachian tube posed the idea that mucus might 
become congealed within the tube blocking it since 
“Morgagni and others tell us, that they constantly 
find the cavity of the tympanum in infants always 
much clogged with mucus; and Mr. Douglas has often 
observed the same in adults, and is of the opinion 
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that it is concomitant with an obstructed tube in 


general, . . .” He confirmed this idea by observing 
such bilateral blocking postmortem in a case of 
deafness that had lasted several years and that “arose 
from cold.” He then devised a curved catheter to be 
inserted via the nostril (this being the first intranasal 
use of the eustachian catheter in the living) and 
douched the eustachian tube with a mixture of rose 
honey and water in six cases of deafness with relief 
of the deafness in five of the cases. 


On February 6, 1800, Mr. Astley Cooper read a 
paper before the Royal Society which was published 
in the Philosophical Transactions for 1800 in which 
he noted that a surprising amount of hearing fre- 
quently remained after rupture or even marked de- 
struction of the tympanic membranes. On June 26, 
1801, before the same Society, he restated these ob- 
servations and on this basis he reported three cases 
of deafness with apparent tubal obstruction that were 
promptly and permanently relieved by perforation 
of the drum with a trocar and cannula devised by him 
for the purpose, and a fourth case so relieved after 
the evacuation of a blood clot from the middle ear. 
Simple tubal obstruction is not relieved in this 
manner. I feel that there is a strong probability that 
the three first cases were actually instances of secre- 
tory otitis media. 


On September 25, 1839, in the Boston Medical and 
Surgical Journal, John Hix reported seven cases of 
deafness that were treated by repeated forceful lavage 
of the eustachian tubes via the eustachian catheter, 
with water or with infusion of rose petals, until the 
middle ear had been entered with the fluid. Varying 
degrees of more or less permanent relief of the deaf- 
ness were obtained in six of the cases. This report 
is notable in that the hearing was measured before 
and after each treatment with a watch which had 
been calibrated against persons with apparently 
normal hearing. These, too, must have been cases 
of secretory otitis media. 


From this point onward the trail is marked plainly 
to our present conceptions. 


2. Dr. Armstrong’s method of diagnosis in unilateral 


cases by the lateralization of the patient’s own voice 
or the tuning fork, as in the Weber test, using two 
separate auscultatory tubes, was conclusively demon- 
strated by his movie demonstration. This is indeed 
a valuable adjunct in those cases in which the physical 
signs are equivocal. 

3. Dr. Armstrong’s results with the use of vinyl 
tubing in recalcitrant cases are nothing short of bril- 
liant. Here he substitutes continuous drainage for 
repeated myringotomies. We promise to adopt this 
procedure because for some time I have felt that 
repeated incisions tend to perpetuate the secretion. 
In many cases coming to our care after repeated 
unsuccessful myringotomies we have succeeded simply 
by stopping the incisions and using tubal inflation 
sparingly. 


4. Here we take mild issue with Dr. Armstrong 
on the following two points. We do prefer catheteri- 
zation to politzerization except in certain young and 
very uncooperative children. The catheterization is 
performed under direct vision via a nasopharyngoscope 
in the other nostril to avoid trauma, and with a 
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binaural auscultation tube to our own ears. Here each 
eustachian tube is treated individually and much 
valuable information as to the disease present is 
obtained by the use of the binaural stethoscope type 
of auscultation tube. 

And we do use bougienage when we cannot secure 
free inflation. We feel that it is valuable indeed in 
careful hands, and no others should attempt it. It 
must be emphasized that we must use care here just 
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as the urologist uses care in catheterizing and dilating 
the ureter. 

We are in apparent agreement with Dr. Armstrong 
regarding mastoidectomy for the relief of secretory 
otitis media. Our experience with it has been most 
unsatisfactory. 

Again may I express my pleasure for the privilege 
afforded me today by Dr. Armstrong and the Section 
Officers. 
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Nvstatin in the “Treatment of 


Candida Albicans Infections: 


EUGENE S. BERESTON, M.D., D. Sc. (Med.),t Baltimore, Md. 


Troublesome infections with Candida albicans seem to respond well to 


this new antibiotic whether used orally or locally. 


InTEREST IN Candida albicans OR YEAST IN- 
recTIONS has grown rapidly in the past few 
years because of the increased use of broad 
spectrum antibiotics and steroid hormones in 
medical practice.* Although Candida albi- 
cans is found on the skin normally, pruritus 
ani and vulvae, and crural-perineal intertrigo- 
like lesions due to this yeast, following the 
use of these new medicaments, are being seen 
with increasing frequency. Candida infections 
of all types sometimes occur in healthy in- 
dividuals, but especially in the diabetic, the 
debilitated person suffering from chronic dis- 
ease, the premature infant, patients on pro- 
longed courses of antibiotics or steroid hor- 
mones, and in people whose occupation re- 
quires immersion of the hands in water, fre- 
quently for long periods daily. 


Types of Lesions 


Localized candida infections, such as thrush 
of the vagina and oral thrush of infants, con- 
sisting of white patches (plaque-like lesions) 
on mucous membranes, are one type of lesion 
due to Candida albicans. Another is the 
chronic paronychia of the fingers seen in pa- 
tients whose hands have been exposed to 
water for long periods. Moist well-defined 
lesions between the finger webs, so-called 
erosio interdigitale blastomycetica are also 
seen in this same group of individuals. Ony- 
chomycosis of fingernails and toenails, with 
thickening, discoloration and crumbling of 
distal portions of nail plates, is sometimes 
due to Candida albicans. Systemic moniliasis, 
or candidiasis, with pulmonary or intestinal 
lesions, the candida being found in sputum 


*From the Division of Dermatology, Department of Medicine, 
Johns Hopkins University School of Medicine, Baltimore, Md. 

tThis investigation was supported by the Medical Research 
and Development Board, Office of the Surgeon General, Dept. 
of the Army, Under Contract #DA-49 1007 MD-153. 


_Nystatin was furnished by E. R. Squibb and Sons. (Trade 
Name, Mycostatin). 


or stools, is also seen occasionally. Super- 
ficial cutaneous lesions, with scaling infil- 
trated macules and sometimes pustules, are 
also seen in these systemic cases. Intertrigo of 
the genitocrural and perineal areas in males 
due to Candida albicans with erythema edema, 
maceration and fissuring is fairly common. 
Localized cutaneous candida lesions in iso- 
lated areas are sometimes observed. Perléche 
occasionally is due to Candida albicans. 


Treatment Methods 


The treatment of all types of candida in- 
fection until recently consisted primarily of 
the use of gentian violet. Locally, it acted 
quite effectively, but it discolored skin and 
clothing. 


Nystatin, an antibiotic derived from Strep- 
tomyces noursei, is strikingly antifungal 
against Candida albicans and other fungal 
organisms in vitro. In humans, nystatin 
clinically has been almost a specific locally 
and systemically®§ in Candida albicans infec- 
tions of all types. In other superficial fungal 
infections, due to other organisms, the clinical 
results weve unsatisfactory. The drug has 
been free of toxic reactions or sensitization 
when used locally or orally. It is poorly ab- 
sorbed from the intestines and blood con- 
centrations are low, but this has not hin- 
dered its clinical effectiveness. All patients 
reported in this study had positive cultures 
for Candida albicans confirmed by finding 
terminal and lateral chlamydospores on corn- 
meal agar. 


In this study, nystatin was employed: (1) 
orally as the 500,000 unit tablet given two 
to eight times daily, depending on the age 
and weight of the patient, and the type of 
infection; (2) as an ointment locally contain- 
ing 100,000 units per gram; and, (3) as a 
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powder dissolved in milk or water to provide 
100,000 units per cc. For those unable to 
swallow the tablets, they may be soaked in 
hot water for a moment to remove the shellac 
coating and then be pulverized. Eight tablets 
so treated suspended in two ounces of rasp- 
berry syrup will have 250,000 units of the 
drug per teaspoonful. This suspension is ef- 
fective for one week if refrigerated. (Soaking 
the tablets too long inactivates them.) A stable 
suspension for oral use is now available. More 
recently a shake lotion containing the lyophil- 
ized nystatin powder 2.5 grams added to 4 
ounces of calamine lotion N.F. has been em- 
ployed locally in intertriginous areas; refrig- 
erated it is effective for one week. Twelve 
tablets soaked, pulverized and added to 2 
ounces of calamine lotion is also effective for 
1 week if refrigerated. The drug was con- 
tinued for a period of from several days to 
several months in different cases until either 
improvement occurred or failure was obvious. 


Results of Treatment 


Clinical cure was measured as the point 
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when all lesions had disappeared. Improve. 
ment denoted diminution of the extent and 
severity of the lesions. Failure was defined 
as no change clinically after therapy. 


In paronychia (Table 1) local treatment 
with ointment alone, twice daily, produced 
excellent results in several weeks to two 
months (6 cures, 2 improved and 3 failures), 
When oral therapy, 1,000,000 units to 4,000, 
000 units daily, was combined with the oint- 
ment a higher cure rate was obtained (Table 
1). 

In perléche (Table 1) rapid improvement 
and clearing took place with ointment alone, 
twice daily, (9 cures, 2 improved and 1 failure, 
in 2 days to 4 weeks of treatment). 

In intertrigo (male and female, table 1) 
clinical cures with the ointment alone, ap- 
plied twice daily for 1 to 8 weeks, were seen 
in almost two-thirds of the cases (Fig. 1, A 
and B). Combined oral and local therapy in 
intertrigo gave a much higher cure ate, 
paralleling that seen in paronychia. Oral 
dosages were similar in both conditions. The 


TABLE 1 
NYSTATIN IN CANDIDIASIS 


Drug Diagnosis Number 
of Cases 


Nystatin oint. Paronychia ll 


Nystatin oint. 
and tablets Paronychia 6 
Perléche 

Intertrigo 

( Males) 

Intertrigo 

(Males) 

Intertrigo 

Pruritis vulvi 
(Females) 
Intertrigo 

Pruritis vulvi 

( Females) 

Nystatin Intertrigo 

lotion (Males and 
Females) 

Erosio interdigitale 
blastomycetica 
Cutaneous 
candidiasis 
(Isolated lesions) 


Nystatin oint. 
Nystatin oint. 


Nystatin oint. 
and tablets 


Nystatin oint. 


Nystatin oint. 
and tablets 


Nystatin oint. 


Nystatin oint. 


Nystatin oint. 


2-5 wks. 


Treatment Clinical Improved Failures 


Duration Period Cure 
2-52 wks. 


2-12 wks. 6 


2-12 wks. 5 
2 days to 


1-12 wks. 4 wks. 9 
1-4 wks. 


1-8 wks. 


1-4 wks. -8 wks. 


1-12 wks. -8 wks. 


1-12 wks, -8 wks. 


1-12 wks. -8 wks. 


1-12 wks. -4 wks. 


1-24 wks. -4 wks. 


and tablets 
Nystatin oral 
powder 
Nystatin oral 
powder or 
tablets 


Total 


Onychomycosis 


Thrush of 
infants 


Systemic 
candidiasis 


158 


*Total therapy 400,000 units to 1,200,000 units. 


**Total therapy 8,000,000 units to 300,000,000 units. 


4to 
104 wks. 


1-7 days 


12-52 wks. 


1-24 wks. 


1-3. days* 


4-12 wks.** 


2 3 
8 l 
ee 12 3 4 
ee 9 2 1 
12 4 l 
14 3 0 
1 1 
5 2 2 
11 ll 0 0 
4 1 0 3 
116 22 20 

| 
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A. Intertrigo before treatment. B. Intertrigo after 10 
days treatment. (Courtesy of Dr. B. Dobias.) 


use of nystatin suspended in calamine lotion 
N.F. in intertrigo in 17 cases, produced 12 
cures, 4 improved, and 1 failure in 1 to 4 
weeks (Table 1). In erosio interdigitale blas- 
tomycetica (Table 1) there were 14 cures, in 
1 to 4 weeks, among 17 patients treated with 
nystatin ointment twice daily, and with the 
hands kept out of water while under treat- 
ment. 

In isolated cutaneous forms of candidiasis 
(Table 1) results comparable to those already 
reported were observed. 

In onychomycosis due to Candida albicans 
(Table 1), nystatin orally and locally in com- 
bination, gave fair results (2 cures, 1 im- 
proved and 2 failures in 5 cases treated 1 to 
6 months) (Figs. 2 and 3). The total dosage 
varied from 180,000,000 to 800,000,000 units. 

In oral thrush of infants (Table 1), nystatin 
orally 100,000 units 3 or 4 times daily in the 
formula, produced dramatic results in 1 to 
3 days (11 cures, no failures, in 11 cases) (Fig. 
4, A and B). 


In systemic candidiasis (Table 1) in a small 


FIG. 2 


Onychomycosis before treatment. 


NYSTATIN—Bereston 


549 


series of patients, there was 1 cure and 3 
failures in 4 patients. Dosage totals of 8,000,000 
to 300,000,000 units were carried out. The one 
cured case was a child with pulmonary lesions 
alone. The three failures included 2 cases 
of acrodermatitis enteropathica and one in- 
stance of a child with granulomatous skin 
lesions and onychomycosis as well as pulmo- 
nary and intestinal lesions. 

Reactions of any type to nystatin were not 
seen in this study, or in those of other in- 
vestigators, except where nystatin was used 
intravenously. 


Case Reports 


The following cases illustrate the data pre- 
sented. 


Case 1. N. M., an 8 year old white girl, had a classic 
picture of chronic onychomycosis of all toenails and 
fingernails, proven by culture to be a Candida albicans 
infection of the nails. Local treatment with nystatin 
ointment twice daily for 6 months, plus 1,000,000 
units of the drug orally, daily for this same period 
of time, in addition to local debridement of the 
nails weekly, resulted in clinical cure of all nails in 
6 months time (Figs. 2 and 3). 

Case 2. H.S.,a7 month old white, premature baby 
boy, had white plaques on the buccal mucosa proven 
on culture to be due to Candida albicans (thrush). 
He was given 100,000 units of powdered nystatin in 
the formula 4 times in a 24 hour period. All lesions 
were gone after 24 hours although therapy was con- 
tinued for a total of 72 hours (Fig. 4, A and B). 

Case 3. K. H., a5 year old white girl, had a clinical 
picture typical of acrodermatitis enteropathica. This 
child had Diodoquin therapy for many months with- 
out benefit. She presented scaling, erythematous and 
pustular lesions eventually proven to be due to Can- 
dida albicans. On the fingers, palms, lips, and at the 
corners of her mouth were cutaneous lesions; she 
had stool and mouth cultures positive for this or- 
ganism. Her blood cultures were negative. She pre- 
sented mental retardation and alopecia which are 
commonly seen in this entity. She was started on 


FIG. 3 


Onychomycosis after 6 months combined treatment. 
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A. Thrush prior to treatment. B. Thrush 48 hours after 


treatment. 


2,000,000 units of nystatin daily, and after 4 days this 
was increased to 4,000,000 units, and a week later 
to 8,000,000 units, and continued for 4 weeks without 
any benefit whatsoever. She was discharged after re- 
instituting Diodoquin therapy. 


Discussion 


Nystatin, derived from Streptomyces 
noursei, has been found to be an efficient 
drug in the treatment of all types of super- 
ficial Candida albicans infections, such as 
paronychia, perléche, erosio interdigitale blas- 
tomycetica, onychomycosis, intertrigo, thrush, 
and localized cutaneous lesions. In systemic 
candidiasis the results appear to be debatable. 
In many cutaneous lesions and in onychomy- 
cosis, combined oral and local therapy ap- 
pears to offer better results than local therapy 
alone. 

Reactions to nystatin in oral or local use, 
carried out for several weeks to several months 
are nonexistent, from my observations and 
from those of many other observers. 

The lotion and ointment may be applied 
two to four times a day. The oral tablets, 
500,000 unit size, may be prescribed two to 
eight or more times a day for adults. In small 
children and infants, smaller doses of 100,000 
units four times a day, or higher doses de- 
pending on age and weight may be indicated. 

The finding of absent or low blood levels 
of nystatin in all treated patients has been 
observed even where the drug works effi- 
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ciently in overcoming the candida infection, 
No satisfactory explanation for this clinical 
finding has yet been offered. 

In perléche, erosio interdigitale and _ iso. 
lated cutaneous lesions, nystatin locally is 
rapidly efficient. In the intertriginous areas 
good results are obtained, but the treatment 
period with both ointment and lotion is 
rather prolonged. The lotion is simpler to 
use than the ointment in intertriginous re. 
gions. In paronychia and onychomycosis the 
results while encouraging are slow. The most 
efficient, effective and dramatic results of the 
entire study were obtained with the oral treat- 
ment of thrush in premature infants. The 
literature>® concurs with the observations 
herein reported for superficial candida infec. 
tions. Most of these reports are more opti- 
mistic regarding systemic candidiasis than the 
results here recorded. 


Conclusions 


1. Nystatin is an efficient and effective 
drug in Candida albicans infections of skin, 
nails and mucous membranes. 


2. Nystatin in systemic candidiasis appears 
to be less effective than in superficial lesions. 


3. Nystatin may be used orally or locally. 


4. Reactions to nystatin orally or locally 
are nonexistent to date. 
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Many interesting and important events 
have taken place in the past few months, and 
I would like to just mention hastily a few 
of the things of interest to all of you as mem- 
bers of the Southern Medical Association. 
There is one development that I would like 
to dwell upon last. 


Birthday Celebration 


On October 2 and 3 we had a wonderful 
and inspiring Birthday Celebration in Chat- 
tanooga, Tennessee. This was in recognition 
of the fiftieth anniversary of Southern; it was 
held on the same dates and at the same place 
—The Read House—where the Southern was 
organized on October 2 and 3, 1906. 


The Cuban Luncheon 


On Tuesday, October 9, 1956, a Southern 
Medical Association Luncheon was held at 
the Nationale Hotel in honor of Dr. Elmer L. 
Henderson, a past president of Southern. This 
time was selected because the World Medical 
Association was meeting in Havana at that 
ume and Dr. Henderson was a past president 
of this organization also. This was a very im- 


pressive occasion and received many commen- 
dations from the guests who were there. Mrs. 
Henderson honored the Association by her 
presence. 


The Annual Meeting 


The Annual Meeting on November 12-15, 
1956, one of the greatest meetings of our As- 
sociation was held in Washington, D. C., un- 
der the inspired leadership of Dr. Oscar B. 
Hunter, Jr., as general chairman. The meet- 
ing was a great success in every way. There 
were over three thousand doctors registered 
and more than five thousand in total regis- 
tration. Many notable guests were present, 
both as speakers and visitors, among whom 
were our good friends from A.M.A., Dr. 
David B. Allman, Dr. Elmer Hess and Dr. and 
Mrs. George Lull. The program was outstand- 
ing in every way and many things were ac- 
complished for the good of Southern. 


Executive Committee Meeting 


This meeting was held in Birmingham on 
January 26 and 27, 1957. The Board of Trus- 
tees and the Building Committee had been 
invited to meet with the Executive Commit- 
tee at this time, since at the annual meeting 
in Washington the Council went on record 
as favoring the building of a Home Office 
Building as had been proposed at the Hous- 
ton meeting the year before. 

The spirit of this meeting in Birmingham 
was a wonderful thing to experience. The 
architect was there with sketches of the pro- 
posed building that he had worked up with 
Dr. Lee F. Turlington, Chairman of the 
Building Committee, Mr. V. O. Foster, Mr. 
C. P. Loranz and Mr. Robert F. Butts. These 
sketches served as a tremendous stimulus to 
everyone present. As a result, plans were set 
in motion to proceed as soon as possible. ‘The 
lot has been acquired already, and bids on 
the building will be called for as soon as the 
architect is able to draw up plans and have 
them approved. These various steps lead 
very naturally to the question of finance. 
Various alternatives were discussed and num- 
erous methods of procuring the necessary 
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funds were explored. After much discussion 
it was agreed that a campaign for voluntary 
contributions would be initiated at the 
earliest possible time, for it was felt by all 
present that perhaps half of the necessary 
funds could be raised in this way. The South- 
ern Medical Association has meant so much 
to so many people in the past years that it 
seems quite natural that contributions that 
are tax exempt should come in for this worthy 
cause. 

A beautiful brochure is now being printed 
that will be mailed to every member of 
Southern so that they may better understand 
what the proposed Home Office Building will 
look like and the purpose it will serve. It will 
be beautiful and functional—and something 
of which to be proud. 


STAFF MONITORS 


This somewhat disguised term is employed 
to embrace both the record committee and 
tissue committee of the hospital staff. Al- 
though the executive and other committees 
tend to enhance the quality of service a hos- 
pital renders, those on records and tissues are 
of prime importance. If all in the medicai 
profession would in their daily efforts per- 
sistently strive to do their best, there would 
be no need for control or even rules. But doc- 
tors are human beings who are endowed with 
individual helpings of human nature. There- 
fore, the members of the profession have 
faults, including the sin of procrastination, 
which make functioning controls of the staff 
both desirable and necessary. 

The records committee, functioning ef- 
ficiently, favors improvement of the individ- 
ual doctor’s service to the patient by the sim- 
ple mechanism of reminding. It is funda- 
mental that a good case record which not only 
contains an adequate personal history and 
records an accurate physical examination, but 
has intelligent progress notes will improve 
treatment. There are those who have and will 
debate this point. However, the honest doctor 
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It was the unanimous thinking of all prey 
ent—the Executive Committee, the Trustees 
the Building Committee, the Editor of the 
Journal, the Home Office Staff and the Archi. 
tect that this beautiful structure could be 
built and financed in a way that would no 
impair the sound financial structure of the 
Association. In fact, the first check received 
for this purpose was in the sum of ten thous 
and dollars, made by a friend of the Associa. 
tion, who is not a member. 


Through this page, I will endeavor to keep 
you informed from time to time concerning 
this progressive project. 


Sincerely, 


J. P. CuLperrer, JRr., MD. 
President 


has only to examine himself to become con. 
vinced that this is true. In considering other 
parts of the case record, reports of consulta 
tions may be mentioned. These are usually 
better done than are other parts of the chart, 
but in many instances there is room for im 
provement in these pages too. 


Progressing to the specialties, we come to 
the operative record. The surgeon should 
maintain a well-balanced chart, even though 
no “grading” group will discourage concen- 
tration on the record of operation. Among 
the questionable records which the tissue com- 
mittee finds will be the one that passes the 
letter of the law, yet whose compliance with 
the spirit of the law may be doubted. The 
committee may wonder in such a specific 
instance if the doctor had shrewdly prepared 
an evasion in anticipation of the review. I 
the same staff member continues to have rec 
ords in this category periodically, the records 
should not be approved and the situation be 
explained before the open staff. 

The tissue committee has done much to 
reduce the abuse of gynecologic surgery. Al 
though this is a vulnerable field, other typé 
of surgery also have been done too frequently 
and therefore require monitorial control. The 
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abuses are not confined to any specialty, and 
therefore it is well that the monitors watch 
and warn all departments. Cesarean sections 
may be controlled by consultation. However, 
it is desirable that the consultant not be a 
member of the attending doctor’s firm or 
dinic group. The Joint Commission on Hos- 
pital Accreditation has done much to improve 
hospital care by outlining rules and formulat- 
ing minimum requirements but the final re- 
sponsibility rests in the local staff itself. 

What is the mechanism by which the trans- 
gressor can be corrected? A very effective and 
practical approach employs psychology. The 
staff may set up severe rules in its by-laws 
that even lead to expulsion. It is the rare and 
unusual situation that requires this extreme 
act. In fact it is desirable not to employ force. 
The exposure of deficient records and sub- 
standard practice to the staff as a group is a 
sufficiently strong warning, or may I say re- 
minder, to gain favorable action. None of us 
like to be ridiculed. Therefore, when one is 
reminded of his shortcomings before a group 
of colleagues, a powerful and polite suggestion 
has been made. In the great majority of in- 
stances the correction will be made. The 
strength of this psychologic weapon is en- 
hanced by the knowledge that the doctor’s 
work is being watched and will be exposed 
periodically to the staff when it becomes sub- 
standard. This is not just a hypothetical 
statement. It has been demonstrated that this 
mechanism will work. 


STANLEY A. HILL, M.D. 


PROCTOSCOPIC EXAMINATIONS 


The vaginal speculum is used by the gen- 
eral practitioner or family physician in the 
examination, certainly of women beyond the 
twenties, as a matter of routine. And one ex- 
pects to find this instrument in the offices of 
doctors who do a general examination. One 
wonders how many of these same physicians 
own a proctosigmoidoscope. 

Carcinoma of the colon is the third most 
frequent malignancy in both sexes,—being 
next after carcinoma of the genitalia and of 
the breast in women, and after cancer of the 
stomach and of the lung in men. It has been 
reported by some that three-fourths of the 
cancers of the large bowel occur in the rectum 
or sigmoid colon. 


EDITORIALS 
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The conscientious examining physician to- 
day is including careful examination of the 
breasts, inspection of the uterine cervix, with 
the use of “Pap” smears, and x-ray study of 
the lungs in his routine physical examinations, 
at least of patients approaching middle age or 
over. He is ready to order a gastrointestinal 
study at the least suggestion of symptoms sug- 
gestive of gastric carcinoma. But how often 
does he use a proctoscope? 


Analyses of large series of patients who have 
had proctosigmoidoscopy indicate that such 
an examination reveals a great number of po- 
tentially cancerous lesions, namely polyps, as 
well as a smaller number of cancers, not to 
mention other nonmalignant diseases. “Two 
series emphasize the importance of an ade- 
quate examination of the lower bowel by digi- 
tal and proctoscopic examinations, and by 
barium enema. 

Hanley and Hines, reporting from a pri- 
vate clinic, probably studied a group of pa- 
tients more or less selected and referred to 
them. However, in addition to those with 
specific gastrointestinal complaints they ap- 
parently did a routine proctoscopic examina- 
tion in all patients over 45 years of age. In 
their study, only 37 of 2,000 proctoscopic ex- 
aminations did not reveal some disease. Of 
particular interest was the finding of neoplas- 
tic lesions in 218 or 11 per cent of these 2,000 
patients. In 175 the lesions were premalig- 
nant, i.e., polyps, and in 43 they were malig- 
nant. Polyps occurred more often in men 
than in women and particularly between the 
ages of 30 and 70 years. 

Of even more interest is a recent report of 
proctosigmoidoscopy done in 50,000 persons 
over a 12 year period at the Cancer Prevention 
Center in Chicago.” The subjects were with- 
out symptoms and fell between the ages of 20 
and 76 years. 


In this large series of examinations 3,952 
persons were found to have polyps (3,624 
benign and 328 malignant), an incidence of 
7.9 per cent. The authors cite other series 
consisting of examinations from 256 to 20,847 
in number, with percentages for polyps vary- 
ing from 2.8 to 15 per cent. (Autopsy series 


1. Hanley, Patrick H., and Hines, Merrill O.: Analysis of 
Two Thousand Consecutive Proctologic Examinations, 
South. M. J. 49:475, 1956. 

2. Portes, Caesar, and Majarakis, James D.: Proctosigmoid- 
oscopy—Incidence of Polyps in 50,000 Examinations, 
J.A.M.A. 163:411, 1957. 
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have reported an incidence of polyps of from 
4 to 21 per cent.) 

In addition to the 328 malignant polyps (an 
incidence of 0.65 per cent), 19 instances of 
moderately advanced cancer of the rectum 
were found in the 50,000 persons. Other 
smaller series of examinations have reported 
cancers in from 1 to 1.56 per cent. 

If it is recognized that these premalignant 
or malignant rectal lesions occurred in asymp- 
tomatic persons, it is a significant fact for the 
doctor to remember. And furthermore, if it 
is appreciated that these polyps may be re- 
moved through the proctoscope, the impor- 
tance of proctosigmoidoscopy assumes even a 
more important role. 

These studies clearly indicate that those ap- 
proaching middle age are as deserving of digi- 
tal examination of the rectum and proctosig- 
moidoscopy as are women having a vaginal 
examination. And surely, it is an examina- 
tion which can be done safely. Only one per- 
foration of the rectum occurred in the 50,000 
examinations. By recognizing a few details in 
technic as described by the authors, this is an 
examination which should be part of the of- 
fice procedure of every physician who does 
complete examinations for the detection of 
cancer. 


DOES FERROUS SULPHATE AFFECT 
THE GUAIAC TEST FOR 
OCCULT BLOOD? 


Too often one hears student, house officer 
or physician comment upon the fallaciousness 
of a positive guaiac test for occult blood in 
the stool if the patient is taking ferrous sul- 
phate. This may represent confusion because 
the stool from the patient taking iron is com- 
monly black, and may even superficially 
simulate the tarry stool due to bleeding in the 
gastrointestinal tract. A few reported studies 
aid and abet this thinking by attributing a 
positive reaction to ingested iron. 

The blue color of the positive reaction re- 
sults from the oxidation of a phenolic com- 
pound in gum guaiac. This oxidation is pos- 
sible by hydrogen peroxide if catalyzied by 
a peroxidase. Hemoglobin has such peroxi- 


dase activity and produces the oxidation by ~ 


hydrogen peroxide giving a deep blue color. 
Iron does not have such a catalytic power and 
thus cannot give a positive reaction. 

It is fortunate that every once in a while 
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someone re-establishes old facts which haye 
become ill-defined by word-of-mouth misin. 
terpretations. Harvey! put this problem to 
second year medical students in their course 
on laboratory diagnosis at Johns Hopkins 
Medical School. These 116 students took 03 
Gm. of ferrous sulphate three times daily for 
three days before a stool sample was collected, 
They were on their usual diet, making sure 
only that the meat was well cooked. The stu. 
dents also tested stools from ward patients 
who had black stools due to the ingestion of 
ferrous sulphate, as well as four stools from 
a patient who had a bleeding duodenal ulcer, 
Stools from one student who ate one and a 
half pounds of rare steak a day for three days 
were also tested with the guaiac test. 

Of the 116 individual tests done on black 
stools of ward patients on oral iron therapy, 
only 4 were reported as positive. The same 
number of tests done on a stool from a bleed- 
ing duodenal ulcer revealed 114 positive tests. 
Of 116 tests done on the stool of the student 
who had eaten much rare meat only one was 
positive. Only 6 positive tests were reported 
in the 116 black stools from students who had 
taken ferrous sulphate for three days. (Three 
of these six were later shown to have bleed- 
ing hemorrhoids which might have accounted 
for the results.) 

The several deviations in each category as 
noted above no doubt represent errors in 
methodology, as one anticipates in any labor- 
atory procedure. It is most probable that the 
average technician in the hospital or doctor's 
office laboratory has a higher index of error 
than a group of medical students. 

These findings confirm unpublished data 
assembled by the Editor several decades ago 
at the suggestion of the late Dr. L. H. New- 
burgh. Similar studies in many patients (the 
exact number has faded with the years) re- 
vealed that ferrous sulphate did not give false 
positive reactions with the guaiac test, nor did 
the hemoglobin of ingested meat give positive 
tests. Thus it was a more practical test than 
the too sensitive benzidine test to which it 
was compared. 

Thus once again one can with confidence 
accept positive results of the guaiac tests on 
stool examinations as indicative of bleeding, 
if done properly. 


1. Harvey, John Collins: The Lack of Effect of Ingested 
Ferrous Sulphate on the Guaiac Test for Occult Blood 
in the Stool, Am. J. M. Sc, 232:17, 1956. 
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The Treatment of Chronic Osteomyelitis* 


“Observations on the action of live maggots in sup- 
purating wounds are not new—in fact, they are prob- 
ably as old as medicine itself... . 

“Maggots were first used scientifically as living anti- 
septics in the treatment of chronic pyogenic and tuber- 
culous osteomyelitis by the late Dr. William S. Baer, 
who, while serving with the American Expeditionary 
Forces during the World War, observed that certain 
soldiers when brought to the base hospital had no fever 
nor evidence of sepsis although they had lain on the 
battlefield for as long as seven days without food, 
water or medical attention and were suffering from 
compound fractures of the femur with large flesh 
wounds. On removing the clothing he was surprised to 
see the wounds filled with maggots, apparently those 
of the blow fly. These wounds, when cleaned, were 
found to be filled with healthy, pink granulation tissue 
instead of the usual pus and debris. . . . 

“All through this work our attention has been con- 
tinually focused on the fact that it was not mere me- 
chanical action of the maggots that was primarily re- 
sponsible for the beneficient results obtained by their 
use... . That an additional agent was probable in 
effecting a cure seemed clearly demonstrated by the 
use of filtered extracts from the bodies of crushed 
larvae. These observations pointed clearly to the 
presence of some substance which, in itself, was suf- 
ficiently powerful to overcome infections and permit a 
normal pH balance to be established. Our opinion 
was further warranted from the fact that filtered, un- 
contaminated products derived from the bodies of lar- 
vae in culture when brought into contact with pyogenic 
organisms in petri dishes destroyed the cultures. . . . 

“The active principle was obtained by grinding live 
maggots in sterile saline solution and filtering the 
product through coarse and fine Berkefeld filters. Due 


*Livingston, S. K., and Prince, L. H.: The Treatment of 
Chronic Osteomyelitis. With Special Reference to the Use of 
The Maggot Active Principle, J.A.M.A. 98:1143, 1932. 


The Recurrent Laryngeal Nerves in Thyroid Surgery. By Wil- 
liam H. Rustad, M.D., Assistant Clinical Professor of Surgery, 
University of California School of Medicine. 47 pages. Spring- 
field, Illinois: Charles C. Thomas, Publisher, 1956. Price $4.50. 


Home Health Emergencies. A Guide to Home Nursing and 
First Aid. 256 pages. New York: The Equitable Life Assurance 
Society of the U. S., 1956. 


Glaucoma. Transactions of the First Conference, December, 
1955. Edited by Frank W. Newell, M.D. 228 pages. New 
York: Josiah Macy, Jr. Foundation, 1956. Price $4.50. 


Administrative Medicine. Transactions of the Fourth Confer- 
ence. Edited by George S. Stevenson, M.D. 239 pages. New 
York: Josiah Macy, Jr. Foundation, 1956. Price $4.25. 


care was taken to preserve a sterile environment to 
ensure sterility and standardization for potency of the 
product by standard methods. . . . The vaccine used 
was an autogenous or polyvalent suspension of killed 
organisms counted and fortified by the active princi- 
ple and tested for sterility. ... 


Method of Treatment 


The wound at each dressing was irrigated 
with physiologic solution of sodium chloride and live 
maggots were introduced at the time of dressing every 
three days if the discharge was profuse; otherwise, every 
five days. If the wound was clean and the discharge 
moderate or slight after the third application, the use 
of live maggots was discontinued and gauze packs sat- 
urated with active principle were introduced daily until 
healing was accomplished or until the discharge again 
increased in amount. If the discharge again became 
profuse, maggots were reintroduced from one to three 
times, to be followed again by active principle packs 
everyday. The patient was inoculated with either the 
polyvalent vaccine or an autogenous vaccine containing 
active principle every fourth day... . 


Summary 


“J. An active principle has been isolated from mag- 
got filtrates. This substance is undergoing chemical 
analysis and animal experimentation in an effort to 
determine its exact nature. 

“2. One hundred cases of chronic osteomyelitis, in- 
fected wounds and compound fractures have been 
treated by this active principle and vaccine with or 
without the use of live maggots, and 88 per cent of 
the cases have been healed. 


“3. Chronic leg ulcers, sinus infections and mastoid 
infections are not being treated by this active prin- 
ciple and vaccine. Results cannot yet be stated. 


“4, Three cases of long-standing middle ear disease 
have been healed.” 


Industrial Deafness, Hearing Testing and Noise Measurement. 
By Joseph Sataloff, M.D., Assistant Professor of Otology, The 
Jefferson Medical College of Philadelphia. $25 pages. New 
York: McGraw-Hill Book Company, Inc., 1957. Price $8.00. 


Manual of Anesthesiology for Residents and Medical Students. 
By Herman Schwartz, M.D., S. H. Ngai, M.D., and E. M. 
Papper, M.D., Columbia University. 154 pages. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1956. Price $4.25. 


Women of Forty. By M. E. Landau, M.D., F.R.C.S. 49 pages. 
New York: Philosophical Library, 1956. Price $2.50. 


Ageing in Industry. By F. Le Gros Clark and Agnes C, Dunne. 
146 pages. New York: The Philosophical Library, Inc., 1956. 
Price $7.50. 
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ALABAMA 


Dr. Jo Rogers Hood and Dr. David McCoy have 
recently been promoted from lieutenant colonel to 
colonel in the reserves and air national guard. 

Dr. Herbert H. Thomas was recently elected presi- 
dent of the Birmingham Academy of Medicine. Dr. 
Thomas succeeds Dr. Stephen Stigler. Other officers 
elected were Dr. Thomas O. Paul, vice-president; Dr. 
Samuel Cohn, secretary-treasurer and Dr. William 
Hawley, member of the executive committee. 

Dr. H. H. Henderson was recently named president- 
elect of the Alabama chapter, American College of 
Surgeons, at the chapter’s January meeting in Point 
Clear, 

Dr. Tom Paul was recently elected president of the 
Alabama Academy of Ophthalmology. 

Dr. C. C. Blackwell, Birmingham, was recently 
elected chairman of the Surgical Department at High- 
land Avenue Baptist Hospital. Dr. J. L. Parsons is 
West End chairman, and Dr. D. L. Lovell is secretary. 

Dr. John H. Buchanan, Birmingham, was recently 
named Birmingham’s Man of the Year for 1956. 

Officers of the newly organized Southern Radio- 
logical Conference are Dr. Tom B. Dominick, chair- 
man, Vicksburg, Mississippi; Dr. William D. Anderson, 


vice-chairman, Tuscaloosa; and Dr. Marshall Eskridge, 
secretary-treasurer, Mobile. 


ARKANSAS 


Dr. Ralph Ewing Crigler, Fort Smith, was recently 
awarded the 1956 Golden Deeds award. 


Dr. Louis A. Cohen, Little Rock, has recently been 
appointed chief of the Neuropsychiatric Service of 
the Little Rock Veterans Administration Hospital. 


The Jefferson County Medical Society has recently 
elected the following officers: Dr. R. E. Glasscock as 
president; Dr. R. D. Dickens, vice-president; and Dr. 
J. R. Pierce, secretary-treasurer. 

Dr. Jerome Levy was recently installed as president 
of the Pulaski County Medical Society. Other officers 
included Dr. Hoyt Choate, president-elect; Dr. H. Ray 
Fulmer, vice-president; Dr. Francis Buchanan, record- 
ing secretary, and Dr. Robert A. Calcote, recording 
treasurer. 

Dr. James W. Leatherman was recently elected presi- 
dent of the Garland County Medical Society. 

Dr. H. Blake Crow has recently been elected presi- 
dent of the Columbia County Medical Society. Other 
officers elected were Dr. Joe Rushton, vice-president; 
and Dr. C. L. Weber, secretary-treasurer. 

Dr. O. H. Clopton of Rector has been elected presi- 
dent of the Greene-Clay Medical Society. Other new 
officers include Dr. Clark M. Baker, president-elect; 
and Dr. H. J. Haley, secretary-treasurer. 

Dr. William P. Barron has recently been elected 
president of the Boone County Medical Society. Other 
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officers are as follow: Dr. G. Allen Robinson, secre. 
tary-treasurer, Dr. O. B. McCoy, Delegate to the State 
Society; Dr. A. R. Hammon, Ist Alternate; and Dr, 
D. L. Owens, 2nd Alternate. 


DISTRICT OF COLUMBIA 


Dr. William P. Argy has recently been named a 
Diplomate of the American Academy of Cerebral Palsy, 

Dr. Phillip M. Stebbing was recently elected presi- 
dent of the Eastern Branch Kiwanis Club. Dr. Addison 
M. Duval and Dr. Mansen B. Pettit are the new di- 
rectors of this same organization. 

Dr. Lawrence S. Lilienfield and Dr. Frank A. Fin- 
nerty, Jr., of Georgetown University School of Medi- 
cine have recently received special appointments by 
the American Heart Association. Dr. Lilienfield will 
be a Research Fellow for a period of two years and 
Dr. Finnerty was named Established Investigator for 
a period of five years. 

Dr. Daniel Leo Finucane succeeded Dr. Daniel L. 
Seckinger on February 1, as the director of the District 
of Columbia Health Department. 

Dr. James W. Watts has recently been cited by the 
President’s Committee on Employment of the Physical- 
ly Handicapped for Meritorious and Outstanding 
Service. 

Dr. Addison M. Duval, Assistant Superintendent of 
St. Elizabeths Hospital, has recently been appointed 
the new chairman of the D. C. Commissioners’ Youth 
Council. 


Dr. James G. Shea has recently been appointed chief 
medical officer of the Emergency and Admitting Serv- 
ice of the District of Columbia General Hospital. He 
succeeded Dr. Lawrence Phillips. 

Dr. DeWitt E. DeLawter has been appointed by The 
American Diabetes Association to serve as Governor 
for the District of Columbia during 1956-57. 

Dr. Robert U. Cooper was recently elected chairman 
of the Eastern Branch of YMCA. 

Dr. Daniel L. Seckinger has recently received an 
honorary life membership in the Conference of State 
and Provincial Health Authorities of North America. 

The World Congress of Gastroenterology will have 
a meeting on May 25-31, 1958 in Washington, D. C. 


FLORIDA 


The Dade County Medical Association has recently 
announced that Dr. A. Lester Stepner was elected to 
fellowship in the Academy of Psychoanalysis. 

Dr. Ronald J. Mann has recently been elected to 
Associate Membership in the American College of 
Chest Physicians. 

Dr. George Jacobson has recently been elected a 
fellow of the Academy of Psychoanalysis. 

Dr. Irwin Perlmutter has recently been elected to 
the executive board of the Scientific and Educational 
Committee of the Congress of Neurological Surgeons. 


556 
OQOUTHERN MEDICA NEWS 
€ 
a 
a 
t 
\ 
f 
e 
t 
I 
P 
I 
I 
( 
€ 
I 
a 
t 
( 
I 
i 
T 


VOLUME 50 SOUTHERN MEDICAL NEWS 557 


Dr. Max Dobrin has recently been appointed di- 
rector of outpatient services at Mount Sinai Hospital 
of Greater Miami. 

The medical staff of The General Hospital has 
elected the following officers for 1957. They are presi- 
dent, Dr. David Kirsch; vice-president, Dr. Chauncy 
Stone; and secretary, Dr. Bernard Guerin. 

Dr. Jay F. W. Pearson, University President, has 
announced that Dr. Winston K. Shorey, Associate Pro- 
fessor of Medicine, has been named Associate Dean 
at the University of Miami. 

Dr. David A. Newman, Palm Beach, has recently 
been elected a fellow of the American College of Phy- 
sicians and becomes a life member of the College. 

Dr. Hawley H. Seiler, Tampa, was recently re-elected 
secretary-treasurer of the Southern Thoracic Surgical 
Association. 

Dr. Francis T. Holland, Tallahassee, has recent! 
been appointed state chairman for Florida of the 
World Medical Association. 

Dr. William M. C. Wilhoit, Pensacola, has recently 
been elected first vice-president of the Florida As- 
sociation for Mental Health. 

Dr. Sherman B. Forbes, Tampa, was recently elected 
chairman of the Southern Section of the Association 
for Research in Ophthalmology. 

Dr. Sullivan G. Bedell, Jacksonville, was recently 
elected president of the Florida District Branch of 
the American Psychiatric Association. Dr. James L. 
Anderson, Miami, is vice-president and Dr. Samuel G. 
Hibbs, Tampa, is secretary. 

Dr. Hugh B. Goodwin, Jr., Fort Pierce, was re- 
cently elected secretary of the general practice section 
of the Southern Medical Association. 

Dr. Maltby F. Watkins, Fort Pierce, is the new 
president of St. Lucie County Chapter of the Florida 
Academy of General Practice. Other officers include 
Dr. Alfred J. Cornille, vice-president, and Dr. Howard 
C. McDermid, secretary-treasurer. 


Dr. Charles J. Collins, Orlando, was recently elected 
president-elect of the South Atlantic Association of 
Obstetricians and Gynecologists. 

Mr. John C. Lee, executive secretary, announces that 
The Dade County Medical Association has moved its 
offices to its new building at 2 S.E. 13th St., Miami, 
Florida. Telephone FRanklin 1-2601. 

Dr. Lewis A. Coleman, Jr., Tampa, was recently pro- 
moted to the newly-created CIBA hospital-research 
association position in this territory. 


GEORGIA 


Dr. Don F. Cathcart has recently been elected presi- 
dent of the Fulton County Medical Society. Dr. Harold 
P. McDonald is the new president-elect and Dr. J. 
Frank Walker was elected vice-president. Dr. Thomas 
J. Anderson, Jr., will serve as secretary-treasurer for 
the next three years. 

Dr. R. A. Bartholomew recently received the Aven 
Citizenship Award cup for his devoted service in Civil 
Defense and his interest and advice on medical care 
in times of disaster. 

Dr. L. Minor Blackford and Dr. Bruce Logue have 
recently received the L. C. Fischer Awards. 


Dr. Paul Schroeder was recently elected president 
of the Atlanta Society of Neurology and Psychiatry; 
Dr. Robert John Van de Wetering, vice-president; and 
Dr. Fleming L. Jolley secretary-treasurer. 

Dr. A. Leslie Stephens, Jr., was recently presented 
the Men’s Garden Club bronze medal as the outstand- 
ing horticulturist for 1956. 

Dr. Alfred Joseph has recently been received as a 
member of the American Academy of Pediatrics. 

Dr. Alvin D. Josephs was recently made Director of 
the Greater Atlanta Regional Blood Program of the 
American Red Cross. 

Dr. A. J. Crumbley was recently certified by the 
American Board of Surgery and recently became a 
member of the American College of Surgeons. 


Dr. J. F. Hackney, Fulton County Health Commis- 
sioner, was recently appointed chief of the civil defense 
health service for the Atlanta Metropolitan Area of 
Civil Defense. 

Dr. William A. Hopkins was recently elected di- 
rector of the Catholic Social Services. 


Dr. Hughes Spalding was recently re-elected chair- 
man of the Board of Trustees of the Fulton-DeKalb 
Hospital. 

Dr. A. V. Gude has been named chairman of the 
Section on Anesthesiology and Dr. Thomas P. Mahan 
is secretary. 

Dr. W. E. Burdine recently completed his course in 
law and was awarded his LL.B. Degree from the 
Woodrow Wilson College of Law. 

Dr. Geoffrey H. Bourne, Australian expert, was re- 
cently named chairman of the anatomy department 
at Emory University. 


KENTUCKY 


Dr. Israel Diamond, Louisville, was recently made 
president of the Kentucky Society of Pathologists. Dr. 
James T. McClellan, Lexington, was named president- 
elect and Dr. Harold Gordon, Louisville, has been 
re-elected secretary-treasurer. 

Dr. Spafford Ackerly, Louisville, was recently re- 
appointed by Governor Chandler as a member of the 
Advisory Council on Mental Health for a four-year 
term. 

Dr. George Purdy, New Liberty, was recently named 
“Owen Countian of the Year-1956.” 


LOUISIANA 


Dr. John Adriani, clinical professor of surgery 
(anesthesia) at the Louisiana State University School 
of Medicine, was recently elected president of the As- 
sociation of University Anesthesiologists. 

Dr. Morton L. Enelow has recently been elected to 
fellowship in the Academy of Psychoanalysis. 

Dr. Nathan Goldstein was recently re-elected presi- 
dent of the New Orleans Jewish Community Center. 

Dr. J. O. Weilbaecher, Sr., was recently presented a 
scroll for 50 years of service to Hotel Dieu. 

The Hotel Dieu Medical Staff has recently elected 


Dr. Robert E. Gillaspie as president of the medical 
staff. Other new officers include Dr. John L. Kron, 
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vice-president and president-elect and Dr. Vincent 
Blandino, secretary-treasurer. 

Dr. Edmond Mickal was recently elected president 
of the Mercy Hospital Medical Staff. Other members 
of the staff who will serve with Dr. Mickal are: Dr. 
Esmond Fatter, vice-president; Dr. Edward Joubert, 
secretary and Dr. Norman Robinson, treasurer. 


MISSOURI 


Dr. Edwin C. Ernst, Jr., was recently elected presi- 


The Morphology of Human Blood Cells 


By L. W. Diggs, M.D., Professor of Medicine and 

Director of Medical Laboratories, University of 

Tennessee and City of Memphis Hospitals; Dorothy 

Sturm, Instructor, Memphis Academy of Arts; and 

Ann Bell, B.A., Instructor in Medicine, University 

of Tennessee. 181 pages, 31 color plates, 54 figures. 

Philadelphia: W. B. Saunders Company, 1956. 

Price $12.00. 

This atlas of the human blood cells is beautifully 
done, whether it be in reproductions of photomicro- 
graphs or color painting. These reproductions of the 
normal and abnormal cell are accurate and most ac- 
ceptable. The book is bound with rings which permits 
it to lie flat on the table as a reference work in the 
laboratory. This atlas should go a long way in fulfill- 
ing the demands and needs of technicians, medical 
students and physicians in general and is_ highly 
recommended. 


Clinical Management of Renal Failure 


By Maurice B. Strauss, M.D., Professor of Clinical 

Medicine, Boston University School of Medicine; and 

Lawrence G. Raisz, M.D., Instructor in Medicine, 

Boston University School of Medicine. American 

Lecture Series. 114 pages. Springfield, Illinois: Charles 

C. Thomas, Publisher, 1956. Price $2.75. 

The authors of this monograph have drawn their 
conclusions from a wealth of clinical and investigative 
experience with renal disease and renal function tests. 
They present in a delightfully readable manner the 
complex physiologic considerations necessary in the 
therapy of renal diseases. For purposes of illustration 
they include an occasional case report which is strik- 
ingly significant for its demonstrative teaching value. 

The book describes therapeutic and _ physiologic 
considerations in the management of both acute and 
chronic renal failure. The first two-thirds of the 
book is devoted to a consideration of acute renal 
failure and it includes brief discussions of several 
medical causes of oliguria. In addition, the authors 
list a comprehensive outline of the causes of acute 
tubular necrosis. The physiologic mechanisms and 
consequences of oliguria are adequately outlined and 


dent of The Greater St. Louis Society of Radiologists, 
Others include Dr. Sam J. Meranda, vice-president and 
Dr. Thomas F. Maher, secretary-treasurer. 


Dr. George W. Hobson, director of professional 
services at the VA Hospital in Brecksville, Ohio, wil] 
be transferred as manager of the VA Hospital at Ex. 
celsior Springs, Mo. 


Dr. Walter J. Burdett, Saint Louis University Schoo] 


Continued on page 62 


the problems involved in the so-called “physiological” 
methods of treatment are thoroughly discussed. 

The most unique value of the book may lie in the 
fact that there probably exists in the literature no 
more comprehensive treatment of the comparative 
value of the various “artificial” methods of therapy 
than is presented in this book. Although one might 
disagree with some of the conclusions reached, the 
relatively unbiased approach to the consideration of 
these means of therapy is not only thorough, but also 
concise. 


The therapy of chronic renal disease is considered 
from two points of view, namely—improvement of 
renal function and correction of metabolic derange- 
ments. Many helpful practical and theoretical aspects 
are described and the problems are interlaced in an 
intriguing manner. 

This book is a welcome addition to the library of 
those specializing in Internal Medicine or Urology 
and it is a helpful reference book for the general 
practitioner. 


Atlas of General Surgery 


By Joseph R. Wilder, M.D., Assistant Professor of 

Surgery, The New York Medical College. 220 pages, 

with 101 plates. St. Louis: The C. V. Mosby Com- 

pany, 1955. Price $13.50. 

This is a well-done volume of illustrated surgical 
technics. While through necessity a limited number 
of procedures are covered, it is unusual in the skill 
employed in depicting the ones included. It is cer- 
tainly fitting that the first three sections cover the 
surgical emergencies; i.e., cardiac arrest, tracheostomy, 
and venous “cut-down.” 


Dr. Wilder introduces his work with a few well 
chosen observations concerning the requirements for 
good surgery and being a good surgeon. He then 
proceeds on the assumption that these are fulfilled 
by anyone who chooses to use his Atlas. The actual 
carrying out of the surgery which he has outlined is 
considerably more difficult than it looks in this sim 
plified form, but that is, of course, the usual situation 
with any manual. The plan of attack which he shows 
is in every instance a sound one which can be followed 
by the operator with minimal hazard and with e& 
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pectation of satisfactory result. 


As Dr. Frank Glenn points out in his introduction, 
this volume is most likely to find its greatest useful- 
ness among the rising generation of American sur- 

ns. If used by the individual who has acquired 
the critical judgment and anatomic knowledge to 
employ these drawings it has a real place in the 
library of current American surgery. 


Pediatrics 


Edited by Donald Paterson, M.D., and John Fergu- 
son McCreary, M.D., Professor and Head, Depart- 
ment of Pediatrics, The University of British Co- 
lumbia. With 36 contributing authors. 620 pages. 

Philadelphia: J. B. Lippincott Co., 1956. Price 

$14.00. 

It is the opinion of this reviewer that the authors 
of this text have accomplished their intentions ad- 
mirably. The book covers pediatrics completely in 
an organized and concise manner. Diagnosis and treat- 
ment based on modern concepts is stressed and pre- 
sented in a practical manner. For a subject that is 
confusing to many and therefore neglected, the section 
on Fluids and Electrolytes is extremely well done. 
Its clear and simple presentation should allow prac- 
tical application by anyone, even where laboratory 
facilities are inadequate or unavailable. 

Although the newborn period is well covered the 
discussion of the premature is somewhat inadequate 
and insufficiently emphasized. 

Newer and additional references might be added to 
the bibliography of certain chapters. 

This is an excellent text for the general practitioner 
or anyone desiring a ready reference for refreshing 


his memory on common pediatric problems and their 
treatment. 


Annual Epidemiological and Vital Statistics, 1953 


World Health Organization, Geneva, 1956. 571 
pages. New York: Columbia University Press, 1956. 
Price $10.00. 


This annual publication of the World Health Or- 
ganization gives demographic data, vital statistics, and 
morbidity data for the year 1953 for those countries 
of the World for which figures are available. Included 
are statistics on area; population by age and sex; birth, 
death, infant mortality, and neonatal mortality rates; 
total deaths and deaths from 50 selected causes classi- 
fied by age and sex; an additional tabulation of deaths 
under five years of age for 11 causes classified further 
by age and by sex; and death rates for 18 causes by 
age and sex. The second part of the report gives in- 


formation on cases of and deaths from communicable 
diseases. 


Worthy of special mention is the short, but well- 
worded, introduction in which an evaluation of the 
data is made and limitations are discussed. 


Classics of Biology 


By August Pi Suner, English translation by Charles 
M. Stern. 323 pages. New York: Philosophical Li- 
brary, 1955. Price $7.50. 

For the physician who has interest in the natural 
sciences this will be a fascinating little book. The 


BOOK REVIEWS 


559 


author is a well known Spanish scientist and investi- 
gator and teacher in physiology and experimental 
medicine. He has done important work in the basic 
science of physiology and knows the thinking of such 
scientists. 


His book consists of a culling from the literature 
the writings which have had to do with theories, or 
show the philosophical thinking of scientists which 
has eventually led to advances in the biologic sciences. 
He quotes from some sixty authors and investigators 
to illustrate the thinking and work which led to the 
advance of knowledge. The topics which are covered 
are many, such as the cell theory, biocatalysts, metab- 
olism, items which have to do with embryology, 
heredity and genetics, stimulus and excitation, reflexes, 
consciousness and will, and things of this nature. 

For those who are interested this book offers most 
stimulating and educational entertainment. 


Hypothermic Anesthesia 


By Robert W. Virtue, M.D., Associate Professor and 
Head of Division of Anesthesiology, University of 
Colorado School of Medicine, Denver, Colorado. 
American Lecture Series. 62 pages. Springfield, Illi- 
nois: Charles C. Thomas, Publisher, 1955. Price 
$2.50. 

Dr. Virtue has had a tremendous amount of ex- 
perience with hypothermic anesthesia. This mono- 
graph presents the experiences of his group, and an 
excellent bibliography. It is of greatest value to anes- 
thesiologists, but his general review of the physiologic 
problems make this book of value to any teacher. 


INSTRUCTIONS TO CONTRIBUTORS 


Exclusive Publication: Articles offered for publication must 
be contributed solely to the Southern Medical Journal. 


Manuscripts: Manuscripts should be original copy, type- 
written, double-spaced, with wide margins. Footnotes and 
references should conform to the following style: 


1. Doe, J. E.: What You Should Know 
about It, New England J. Med. 
243:435, 1950. 


Illustrations: Black and white glossy prints, preferably 5 by 
7 inches, and drawings in India ink on white paper are 
required. The author's name, number and indication of 
top, if doubtful, should be attached. Necessary plates not 
exceeding six, or one and a half pages, will be furnished 
by the Journal. 


Reprints: Reprints are available at publisher's cost. An 
order form will accompany author's galley proof and should 
be returned with the galley to the Editor. 


Book Reviews: Books and monographs submitted for review 
should be mailed to the Editor. Acknowledgment will ap- 
pear in the Journal. Selection rights reserved. 


Editorial Address: All manuscripts, corrected galley proof, 
reprint orders, books for review and related correspondence 
should be addressed to the Editor, R. H. Kampmeier, M.D., 
Vanderbilt University School of Medicine, Nashville 5, 
Tennessee. 


Business Address: All correspondence related to member- 
ship, subscriptions, advertising, ‘and other business should 
be addressed to the Southern Medical Association, Empire 
Building, Birmingham 3, Alabama. 
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SPECIAL SUBSCRIPTION RATE 


The Journal of the Southern Medical 
Association is now available to interns 
and residents throughout the South at a 
special price of $3.00 per year. 

All physicians in intern or residency 
training in Southern hospitals are eligible, 
provided such training is approved by the 
Council on Medical Education and Hos- 
pitals of the AMA. 

Renewals falling within the formal train- 
ing period may be made at the same rate. 

The Southern Medical Journal is a 
general publication, presenting twenty to 
twenty-five papers monthly covering a 
broad range of medical and surgical sub- 
jects. The physician in training will find 
the Journal an up-to-date source of “what’s 


SPECIAL $3.00 RATE 


Southern Medical Journal 
1020 Empire Building 
Birmingham 3, Alabama 


| am (a) (an) 


For Interns and Residents 


ORDER FORM 


Please enter my subscription to the Journal for one year, beginning with the next issue. (Attach check or money order.) 


new” in medicine, irrespective of the na. 
ture of his future practice. 

The Journal is the publication medium 
of the papers presented before the twenty 
Sections of the Association’s scientific as. 
sembly as well as selected contributed 
papers. In addition, it features editorials, 
timely review articles, book reviews, and 
medical news. 

With a circulation of 10,700 copies, the 
Southern Medical Journal is the nation’s 
second largest general medical publica- 
tion. This special rate (less than one-half 
the actual cost for printing) is a contribu- 
tion of the Southern Medical Association 
to the continuing education of the young 
physicians of the South. 


FOR INTERNS AND RESIDENTS ONLY 


(intern or resident) 


at the 


(type of service) 


Hospital, 


City 


My formal training period will end. 


(month) 


| will advise you of my new address after completion of this training. 


Members may purchase compli- 


mentary subscription at above 
rate for an intern or resident 
friend. 


(mailing address) 
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Metamucil stimulates normal 

peristalsis and produces soft, easy stools. 
“‘Smoothage”’ management with 
Metamucil may be continued indefinitely, 
without the use of irritant laxatives, 


in every type of constipation. 


METAMUCIL 


psyllium hydrophilic mucilloid with dextrose 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 


(The Pioneer Post-Graduate Medical Institute in America) 


SURGERY and ALLIED SUBJECTS 


\ two-months combined surgical course comprising 
general surgery, traumatic surgery, abdominal surgery, 
gastroenterology, proctology, gynecological surgery, uro- 
logical surgery. Attendance at lectures, witnessing 
operations, examination of patients pre-operatively and 
post-operatively and follow-up in the wards post-opera- 
tively. Pathology, radiology, physical medicine, anes- 
thesia. Cadaver demonstrations in surgical anatomy, 
thoracic surgery, proctology, orthopedics. Operative 
surgery and operative gynecology on the cadaver; at- 
tendance at departmental and general conferences. 


DERMATOLOGY and SYPHILOLOGY 


A three vear course fulfilling all the requirements of 
the American Board of Dermatology and Syphilology. 
Attendance at departmental and general conferences. 


ANESTHESIOLOGY 


A three-months full-time course covering general and 
regional anesthesia with special demonstrations in clinics 
and on the cadaver of caudal, spinal, field blocks, etc.; 
instruction in intravenous anesthesia, oxygen therapy, 
resuscitation, aspiration bronchoscopy; attendance at 
departmental and general conferences. 


COURSE for 
GENERAL PRACTITIONERS 


Four weeks intensive full-time instruction covering 
those subjects which are of particular interest to the 
physician in general practice. Fundamentals of the 
various medical and surgical specialties designed as a 
practical review of established procedures and recent 
advances in medicine and surgery. Subjects related to 
general medicine are covered and the surgical depart- 
ments participate in giving fundamental instruction in 
their specialties. Pathology and radiology are included. 
The class is expected to attend departmental and gen- 
eral conferences. 


For Information about these and other courses Address 


THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 


HILL 


CREST SANITARIUM 


Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 


Out-Patient Clinic and Offices 


James A. Becton, M.D. 


P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. 


AND ADDICTION PROBLEMS 


James Keen Ward, M.D. 
Phones WO 1-1151 and WO 1-1152 
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JOSIAH MACY, JR. FOUNDATION 


Announces two new books 


Transactions of the Fourth Conference. Edited by M. Irené Ferrer, 
College of Physicians and Surgeons, Columbia University. The resuscitation of hy- 
and frozen studies cases from 

or ar Il and the Korean War; hypothermia during open heart surgery; 

COLD INJURY cerebral studies during local and general hypothermia; roentgenologic and 
histopathologic studies of frostbitten rabbits; experimental cold injury and 

immersion foot in the rabbit are among the topics covered in this well 


illustrated volume. $5.95 


Transactions of the Third Conference. Edited by Claude A. Villee, 

Assistant Professor of Biological Chemistry, Harvard University. Much new and 

pertinent data on maternal endocrine secretions, maternal hormones in preg- 

nancy, ovulation cycles and stress, the activity of the adrenal cortex in preg- 

GESTATION nancy, steroidogenesis in perfused human placentas, the etiology of gonadal 
agenesis and sex reversal, the effect of hormones on cellular metabolism, 

activities of fetal endocrine glands and the influence of hormones on sex 

differentiation in explanted fetal reproductive tracts will be found in this 


stimulating book. $4.75 


JOSIAH MACY, JR. FOUNDATION PUBLICATIONS 
16 WEST 46th STREET, NEW YORK 36, NEW YORK 


Please make checks payable to Josiah Macy, Jr. Foundation 


0.1% gentian violet vaginal anti-infective in acid polyethylene glycol base. 
12 single dose disposable plastic applicators. 
— 
~ 


SOUTHERN MEDICAL JOURNAL APRIL 1957 


5 way effectiveness with 


in vulvovaginal therapy 


1. Trichotine is a detergent 

2. Trichotine is a bactericide and fungicide 

3. Trichotine is an aid to epithelization 

4. Trichotine is an antipruritic 

S. Trichotine is an aesthetic and 
psychosomatic adjunct 


Trichotine—more than a decade ago—pioneered in incorporating the 
multiple advantages of sodium lauryl sulfate with the recognized 
values of other specific or adjunctive agents for vulvovaginal therapy. 


Trichotine douches may be prescribed as often as required— 
excellent for postcoital or postmenopausal hygiene—concentrated 
solutions useful for office clean-up or swab treatments. Acts 
quickly, safely, thoroughly. 


Indications: * Reg. U.S. Pat. Off. 
Non-specific vaginitis and leukorrhea, § The Trichotine formula contains so- 
subacute and chronic cervicitis, se- dium lauryl sulfate, sodium perbor- 
nile vaginitis, pruritus vulvae, tricho- ate, sodium borate, thymol, eucalyp- 
moniasis, moniliasis. tol, menthol, and methyl salicylate. 


Samples and literature on request / Full detailsin P DR 
Available in jars of 5, 12, and 20 oz. 


the fesler Co., inc. 375 Fairfield Ave., Stamford, Conn. 
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HOTEL RESERVATION FORM j 


SIlst ANNUAL MEETING 


Miami Beach, Florida 


November 11, 12, 13, 14, 1957 


All Activities in Municipal Auditorium 


(See other side for application form) 


A—Municipal Auditorium 
1—Algiers 
2—Promenade 
3—Surfside Plaza 
4—Traymore 

5—Roney Plaza 

6—Sea Gull 


7—Pickwick 
8—Cromwell 
9—Town House 
10—Shore Club 
11—Nautilus \ 


12—Shelborne 


13—Raleigh 

14—Richmond 

15—South Seas 
16—Seacomber-Surfcomber 

17—Ritz Plaza 
18—Delano q 
19—National 
20—Sagamore 

21—di Lido 

22—San Juan 
23—Gale 


24—Claremont 
25—Catalina 
26—Maxine 
27—Fairfax 


| 


- 


AT&ANTIC OCEAN 


i 


APPLICATION FOR HOTEL ACCOMMODATIONS 
Southern Medical Association Meeting, Miami Beach, November 11, 12, 13 and 14, 1957 


A Housing Bureau has been established for your convenience in making hotel reservations in Miami Beach 
for the forthcoming meeting of the Southern Medical Association. Comparable room rates are listed. Use the 
reservation blank below. Please specify your first, second and third choice hotel. All requests for reservations 
should give: (1) anticipated date and hour of arrival; (2) date and approximate hour of departure; and 
(3) names and addresses of all persons who will occupy the accommodations. ALL RESERVATIONS SHOULD 
BE CLEARED THROUGH THE HOUSING BUREAU. Since all requests for rooms will be handled in 
chronological order, you should mail your application as early as possible. All reservations will be confirmed. 
If you do not use your reservation, be sure to cancel at least 48 hours prior to arrival date. Otherwise, one 
day’s room charge will be made. 


TWIN BEDDED ROOM 
Hotel One Occupant Two Occupants 


$12.00-14.00 
5.00 


MAXINE 

NAUTILUS 

NATIONAL 

New YORKER. 

PETER MILLER 

28.00 


20.00 
25.00-40.00 
14.00 


20.00 


24.00 


HOUSING BUREAU 

SOUTHERN MEDICAL ASSOCIATION 
P. O. Box 1511 

Miami Beach, Florida 


Please reserve the following accommodations for me for the Southern Medical Association Meeting: 


Kind of Accommodations Desired 
Hotel Preference Twin-bedded Room: 


Ist Choice.... 
2nd Choice 
3rd_ Choice 


Departure Date 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Include the names of all persons for whom you 
are requesting reservations and who will occupy the room (s): 


Name of Occupant (s) 


If the hotels of your choice are unable to accept 
your reservation, the Housing Bureau will make 
as good a reservation as possible eleswhere. 


Address 

Individual Requesting Reservations 
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CITY VIEW 
SANITARIUM 


For the diagnosis and treatment of 


nervous and mental disorders, and 


addiction to alcohol and drugs. 


Established 1907 


employ 
the multiple factors 
of BREWERS’ YEAST 


NASHVILLE, TENNESSEE 


PHENAPHEN PLUS 


NOSE COLD 


each coated tablet: 


an eminently valuable natural supple- 
ment — with these unique advantages: 


e Richest natural source of vitamin B 
complex factors plus nutritionally 
complete protein 

@ Optimal balance of amino acids and 
B complex factors 

source of minerals 


Phenacetin(3gr.). ..... 194.0 mg. 
Acetylsalicylic Acid (2% gr.) . 162.0 mg. 
Phenobarbital (4 gr.) . . . . 16.2 mg. 


Hyoscyamine Sulfate . . . . 0.031 mg. 
Prophenpyridamine Maleate. . 12.5 mg. 
Phenylephrine Hydrochloride . 10.0 mg. 


‘ 
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DUAL RELIEF 
For a smooth course in the menopause 


For longer-lasting relief of: 
w hot flashes 
w headache 
dizziness 
sweats and chills 
tremor 
@ nervousness and emotional disturbances 
g labile hypertension 


Sengyn al tablets 


(BRAND OF RESERPINE AND ETHINYL ESTRADIOL) 
Sergynol restores estrogen balance and controls vasomotor symptoms of the menopause. 


COMPOSITION: Each Sergynol tablet contains: 
Ethinyl Estradiol........... 0.02 mg. 


DOSE: One tablet 2 or 3 times a day for one week, then one table? daily. 
SUPPLIED: Boxes of 60; bottles of 500. 


Send for Samples A 8B. F. ASCHER & COMPANY, INC. / KANSAS CITY, MO. e Ethical! Medicinals 


@ Modern Treatment Facilities @ Psychotherapy Em- 
* phasized @ Large Trained Staff @ Individual Attention 
@ Capacity Limited @ Occupational and Hobby 
Therapy @ Supervised Sports @ Religious Services 
Plus... 

Your patients spend many hours daily in healthful out- 
door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies . . . all on 
Florida’s Sunny West Coast . 


Rates Include All Services and Accommodations 
Brochure and Rates Available to Doctors and Institutions 
Medical Director—SamurEL G. Hisss, M.D. 

Assoc. Medical Director—Wa TER H. WELLBORN, JR., M.D. 
PETER J. Spoto, M.D. 
Arturo G. Gonzatez, MD. 


Cc Itants in Psychiat 
ON THE GULF OF MEXICO wanson MD 


Wa ter H. Battey, M.D. 
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it’s love * at first taste— 


with TROPH-IRON* 


‘Troph-Iron’ is a delicious appetite- and growth-stimulating preparation 
Em: that children actually enjoy taking. Just one teaspoonful a day 


vm supplies more than the entire daily requirement of vitamins B, and By, 
re plus iron to encourage optimum hemoglobin levels. 


Also available: “‘Troph-Iron’ Tablets. 


Each teaspoonful Vitamin By 2 
I on (or tablet) supplies: VitaminB, ........ 10mg. 
Iron (ferric pyrophosphate) . . 250 mg. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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low priced 


ROYAL 
100 or 200 MA 


radiographic-fluoroscopic type 
tilt-table X-RAY UNIT 


with rotating anode tube 


The Mattern Royal 100 offers an un- 
usual dollar-for-dollar value which is 
particularly remarkable in the low-cost 


tilt table field. 
features are: 
ec letely automatic control. 

— Rotating anode tubes—need not be removed 
when changing position of table. Counterbal- 
anced 12” x 16” fluoroscopic screen and tu 
a in unison—raise, lower, or angle as de- 
sired. 


@ Hand tilt mechanism which permits use of 
table in either horizontal or vertical plane. 
Tube stand mounted separately on tracks, allow- 
ing greatest flexibility in positioning. 

@ Bucky diaphragm on full-length track beneath 
table. Bucky tray has self-centering 
device . . . takes cassettes up to 17” 


Among its special 


See your local 
or write direct to us for infor- 
mation. 


ray) MATTERN X-RAY 
Voy OF LAND: 7444 West Wilson Avenue, 


manufacturers of Chicago 31, Ill. 
specialized 
electronic equipment 
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TULANE UNIVERSITY 


SCHOOL OF MEDICINE 


Industrial Medicine 
April 4 and 5, 1957 


Hematology 
April 10-12, 1957 


For detailed information write 


DIRECTOR 
DIVISION OF GRADUATE 
MEDICINE 


1430 Tulane Ave. New Orleans 12, La. 


SD 


effective 
practical 


A specific immunizing antigen for prevention of 
mumps in children and adults where indicated. Vac- 
cination should be repeated annually. 
LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 
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“... Well, I always prescribe Rorer’s Maalox. It’s an excellent 
antacid, doesn’t constipate and patients will take it indefinitely.” 


MAALox® suspension, bottles of 12 fluidounces (sample on request); tablets, bottles of 100. 
Anefficient antacid suspension of magnesium-aluminum hydroxide gel; tablets, 0.4Gm. 


Witiiam H. Rorer, INc. 4865 Stenton Ave., Philadelphia 44, Pennsylvania 
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The answer... 


THE ORIGINAL FECAL SOFTENER 


IN CONSTIPATION 


Surface 55.0 
Tension 
Units 50.0 
45.0 
= Clinical and physicochemical research have 
= 40.0 established the optimal dosage for complete fecal 
a 35.0 softening. At a dosage of 240 mg. of dioctyl 
sodium sulfosuccinate once daily, surface tension 
ba 30.0. lowering and homogenization reach the 
= ; maximum effective level (average daily excretion 
5 25.0 150-200 Gm.!). The chart indicates the need for 
2 a daily dosage of 240 mg. and substantiates the 
ad 20.0; fact that no increase in fecal softening can be 
3 15.0 obtained from additional quantities. 
= 10.0- 
. 0.1 0.2 0.3 0.4 0.5 


Doxinate Concentration 


1. Best & Taylor, The Physiological Basis of Medical Practice, 6th Ed. 


‘ to effective fecal softening 


ONE CAPSULE DAILY 
provides 
MAXIMUM EFFECTIVENESS 
ecal with 
tio PATIENT CONVENIENCE 


and ECONOMY 


In The Interest of Medicine Since 1870 


= Lloyd | BROTHERS INC., CINCINNATI, OHIO 
| 
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BRAWNER’S SANITARIUM 


(ESTABLISHED 1910) 


SMYRNA, GEORGIA 
SUBURB OF ATLANTA 


FOR THE TREATMENT OF 
PSYCHIATRIC ILLNESSES AND 
PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and 
Occupational Therapy 
Modern Facilities 
MEMBER 


Georgia Hospital Association, American Hospital Association, 
National Association of Private Psychiatric Hospitals 


Jas. N. BRAWNER, JR., M.D. ALBERT F. BRAWNER, M.D. 
Medical Director Associate Director 


P. O. Box 218 Phone 5-4486 


ideal for inflammatory / infectious dermatoses 


neomycin and ethamicort 


topical ointment 
NEOMYCIN+ the first water-soluble dermatologic corticoid 


outstanding availability, penetration, therapeutic concentrations and potency 
— without systemic involvement. In 1/2-0z. and 1/6-0z. tubes, 0.5% neomycin sulfate and 
0.5% ethamicort (MAGNACORT). 


for inflammation without infection MAGNACORT ‘topical ointment 


brand of ethamicort 
In 1/2-0z. and 1/6-o0z. tubes, 0.5% ethamicort (hydrocortisone ethamate hydrochloride). 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New Yor 


Trademark 
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establishing 
desired 
eating 
patterns 


and the 60-10-70 Basic Plan 


In the development of good eating habits, there 
are three essentials: supervision by the physician, 
selective medication, and a balanced eating plan.':?”’ 


Obedrin contains: 


e Methamphetamine for its anorexigenic and mood- 
lifting effects. 


¢ Pentobarbital as a balancing agent, to guard against 
excitation. 


¢ Vitamins B, and B, plus niacin to supplement the diet. 
¢ Ascorbic acid to aid in the mobilization of tissue fluids. 


Since Obedrin contains no artificial bulk, the hazards 
of impaction are avoided. The 60-10-70 Basic Plan 

. provides for a balanced food intake, with sufficient 
protein and roughage. 


Formula 


Semoxydrine HCI (Methamphet- 
amine HCl) 5 mg.; Pentobarbital 
20 mg.; Ascorbic acid 100 mg.; 
Thiamine HCI 0.5 mg.; Riboflavin 
1 mg.; Niacin 5 mg. 


1. Eisfelder, H.W.: Am. Pract. & Dig. 
Treat. 5:778 (Oct., 1954) 


2. Sebrell, W.H., Jr.: J.A.M.A. 152:42 
(May, 1953) 


3. Sherman, R.J.: Medical Times, 
82:107 (Feb., 1954) 


The S. 3 MASSENGILL Company 


and samples of Obedrin 


Bristol, Tennessee 
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Continued from page 558 


of Medicine, was recently elected a fellow of the New 
York Academy of Sciences. 

Dr. C. Rollins Hanlon, Director of the Department 
of Surgery, Saint Louis University School of Medicine, 
was recently named president-elect of The Society of 
University Surgeons. Dr. Hanlon will assume office as 
president in 1958. 


NORTH CAROLINA 


Dr. Bayard Carter, chairman of the Duke Medical 
School’s obstetrics and gynecology department, at- 
tended the First Asiatic Congress on Obstetrics and 
Gynecology on April 3-6 in Tokyo, Japan. 

Dr. Leslie B. Hohman, Duke University psychiatrist, 
was recently installed as president of the American 
Psychopathological Association. 

Dr. C. Hampton Mauzy, Winston-Salem, was recent- 
ly elected vice-president of the South Atlantic Associa- 
tion of Obstetricians and Gynecologists. 


OKLAHOMA 


Dr. Carl Puckett, Oklahoma City, was recently 
awarded a “Fifty Year Pin” and admitted to member- 
ship in the “Fifty Year Club” of the Oklahoma State 
Medical Association. 

Dr. Charles Wilbanks, Tulsa physician, was recently 
elected president-elect of the Tulsa Academy of Gen- 
eral Practice. Dr. Wendell Smith took office as presi- 
dent on January 1, 1957. Other officers include Dr. 
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Homer D. Hardy, vice-president and Dr. Harlan 
Thomas as secretary-treasurer. 

Dr. Merlin K. DuVal has recently been appointed 
by the Regents of the University of Oklahoma as full. 
time Associate Professor of Surgery at the University 
of Oklahoma Medical School. p 

Dr. William S. Jacobs was recently elected as presi. 
dent of the Tulsa County Heart Association. 

Dr. Oren T. Skouge, director of professional services 
at the VA Hospital in Denver, will be transferred as 
manager of the VA Hospital at Oklahoma City. 


SOUTH CAROLINA 


The South Carolina Society of Pathologists at the 
Medical College of South Carolina have elected the 
following officers. Dr. H. R. Pratt-Thomas, Charleston, 
has been elected president; Dr. E. S. Cardwell, Jr, 
Columbia, vice-president; and Dr. E. A. Dreskin, 
Greenville, secretary-treasurer. 

Dr. George Dean Johnson was recently named chair. 
man of the 1956 Christmas Seal Sale in Spartanburg 
County. 

Dr. J. E. Douglas, Winnsboro, recently received a 
silver cup from Mayor W. R. Elliott, for his service on 
the council. 

Dr. A. S. Pearson, Woodruff, was recently elected as 
president of The Spartanburg County Medical Society 
for the year 1957. 

Dr. W. Jervey Ravenel was recently appointed by the 


Continued on page 72 


VE R M I Z I N E Most Potent Anthelmintic Se 


against PINWORMS (Oxyuriasis) ano ROUNDWORMS (Ascariasis} 


In treatment and eradication of pinworms and round- 
worms, clinical investigators found Vermizine notably 
effective. 

Oxyuricidal properties of Vermizine’s principal ingre- 
dient— Piperazine Gluconate—accomplish rapid reduction 
and elimination of infestations, both in children and adults. 
Well-tolerated; low in toxicity. No untoward effects. 


Pleasing Strawberry Flavor 
Invites Acceptance 


Compounded in a pleasing strawberry-flavored syrup, 
Vermizine is highly acceptable—even to small children. 


Supplied: Gallons, Pints, 8-oz. Bottles. 


CHICAGO PHARMACAL COMPANY 
5547 N. Ravenswood Ave., Chicago 40, Illinois 

Pacific Coast Branch 
381 Eleventh St., Son Francisco, Calif. 
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Blood pressure in 
obese hypertensives 
frequently drops 

with weight loss? 


\ And when an appetite-curbing agent is necessary to 
help bring about weight loss in obese hypertensives, 
many physicians prefer ‘Dexedrine’ because it has 
little or no pressor effect in the usual dosages. 


Dexedrine’ 


dextro-amphetamine sulfate, S.K.F. 


tablets + elixir 


Spansule™ sustained release capsules 


1. Ferguson, H.E.: Virginia M. Monthly 76:222 
2. Roberts, E.: Am. Pract. & Dig. Treat. 5:608 


*T.M. Reg. U.S. Pat. Off. 
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How to perk up a laggin 


CYANOCOBALAMIN 


(CRYSTALLINE VITAMIN B,,) 


Cherry-flavored REDISOL Elixir and soluble Tablets of pure 
vitamin B,. stimulate capricious appetites—help youngsters 
gain weight. Both blend readily with liquids. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Gg appetite 


APRIL 1957 


A private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psychotherapy, occupational 
and recreational therapy—for nervous 
and mental disorders and problems of 
addiction. 


Staf; PAUL V. ANDERSON, M.D., President 
REX BLANKINSHIP, M.D., Medical Director 


JOHN R. SAUNDERS, M.D., Assistant 
Medical Director 


THOMAS F. COATES, M.D., Associate 

JAMES K. HALL, JR., M.D., Associate 

CHARLES A. PEACHEE, JR., M.S., Clinical 
Psychologist 


R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 
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=. 
resist 


The ubiquitous microbe 
e “... capable of producing 3 
@ @ _!esions virtually anywhere & 
f @ onthe body surface.... @ 
| © © At times it seems as if every 
Staphylococcus is different.” € 


NO OF OLEANDOMYCIN 


the common bacterial infections that you treat 
ith antibiotics other than broad spectrum... 
inieal success even in cases of antibiotic-resistant 
phylococei 
no predictable cross resistance with penicil- 
, erythromycin, streptomycin, tetracycline, 
kytetracycline and chlortetracycline 


resistance to Matromycin itself does not read- 
y occur and emerges slowly and in adaptive 


improved cont 
ubiquitous Staph. with new 


ATROMYCIN 


rol the 


fashion, as shown by experiments with various 
strains of M. pyogenes (clinical isolates)* 


m@ outstandingly safe and well tolerated 
Available in 250 mg. capsules, bottles of 16 


references :1. McDermott, W.: Ann. New York Acad. Sc. 65:59 (Aug. 31) 
1956. 2. Noyes, H.E.; Nagle, S.C., Jr.; Sanford, J. P., and Robbins, M. L.* 
Antibiotics & Chemother. 6:450 (July) 1956. 


Pfizer PFIZER LABORATORIES, Brooklyn 6, N.Y. 
Division, Chas. Pfizer & Co., Inc. 


World leader in antibiotic development and production 
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TUCKER HOSPITAL, INC. 


212 West Franklin St. 
RICHMOND, VIRGINIA 


A private hospital for diagnosis and 
treatment of psychiatric and neurologi- 
cal patients. Hospital and out-patient 


services. 


(Organic diseases of the nervous system, psycho- 
neuroses, psychosomatic disorders, mood disturb- 
ances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic 
problems.) 


Dr. Howarp R. MASTERS Dr. JAMES ASA SHIELD 
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PHENAPHEN 
PLUS 


HEAD COLD 


each coated tablet: 
Phenacetin(3gr.). ..... 194.0 mg. 


Acetylsalicylic Acid (2% gr.) . 162.0 mg. 
Phenobarbital (4% gr.) . . . 16.2 mg. 
Hyoscyamine Sulfate . . . . 0.031 mg. 
Maleate. . 12.5 mg. 


hioride . 10.0 mg. 


Dr. Weir M. Tucker Dr. Georce S. Futtz, Jr. 
Dr. AmeEtIA G. Woop Dr. Ropert K. WILLIAMS 
SAINT ALBANS 


ao 


James K. Morrow, M.D. 
Tuomas E. M.D. 
Ciara K. Dickinson, M.D. 


Affiliated Clinics: 
Beckley Mental Health Center 
20714 McCreery St. 
Beckley, W. Va. 
W. E. Wilkinson, M.D. 


Bluefield Mental Health Center 
525 Bland St., Bluefield, W. Va 
David M. Wayne, M.D. 


PSYCHIATRIC 
RADFORD, VIRGINIA 


RX 


STAFF 


James P. Kine, M.D. 
Director 


Danie D. Cuires, M.D. 
James L. Cuitwoop, M.D. 
Medical Consultant 


Harlan Mental Health Center 
Harlan, Ky. 
C. H. Crudden, M.D. 
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) In Urinary-Tract Infections 


Preparation 
of 
Choice 


HIGH 


® 
Philadelphia 1, Pa. 


TOXICITY 


SUSPENSION TABLETS 


SULFOSE 


Triple Sulfonamides 
(Sulfadiazine, Sulfamerazine, Sulfamethazine) 


Sat 
‘ 
LO 
: 
d 


Bree. 


NE 


PHOS 


TETRACYCLINE BUFFERED 


j | 
\ 


NITH 


PHOSPHATE 


} FASTER BROAD-SPECTRUM ACTION 


Excretion Study demonstrates 6 hows 


that more Tetracycline is absorbed from V vs. 
one 250 capsule 
¥ 
25 
2.24 
20 


ACHROMYCIN V admixes sodium metaphosphate with 


tetracycline. ACHROMYCIN Vv provides greater antibiotic 


absorption/faster broad-spectrum action and is indicated 


for the prompt control of infections, seen in everyday practice, 
hitherto treated with other broad-spectrum antibiotics. 
Available: Bottles of 16 and 100 Capsules. 
Each capsule (pink) contains: 
Tetracycline equivalent to tetracycline HCI.. 250 mg. 
Sodium metaphosphate .............. ee 
ACHROMYCIN V dosage: 6-7 mg. per Ib. of body weight per day 
for children and adults. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 


*Reg. U.S. Pat. Off. 
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DRY, SCALY SKIN 
DETERGENT RASH 
SUNBURN 

SIMPLE ECZEMA 
DIAPER RASH 
‘DISHPAN’ HANDS 
PRICKLY HEAT 
CHAFING 


Superficial skin com- 
plaints usually respond 
dramatically to 

TASHAN CREAM ‘Roche’ 


Antiprurient, soothing, and healing — 
contains vitamins A, D, E, and d-Panthenol, 
in a cosmetically pleasing water-soluble 
base which fastidious patients will enjoy 
using. Hoffmann-La Roche Inc., Nutley, N. J. 


TASHAN"™ 
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EVERYDAY. .. 


at * 


MORE AND MORE PHYSICIANS FIND ADDED 


CERTAINTY WITH NEW 


HIGHLY EFFECTIVE... 
CLINICALLY PROVED 


multi-spectrum synergistically strengthened 
SIGMAMYCIN — for the widest variety of in- 
fections seen regularly by the practicing phy- 
sician...the greatest potential value with the 
least grebable risk 


Sigmamycin provides the unsurpassed anti- 
microbial spectrum of tetracycline extended 
and potentiated with oleandomycin to include 
even resistant strains of certain pathogens — 
particularly resistant staphylococci — and to 
delay or prevent the emergence of new anti- 


OLEANDOMYCIN TETRACYCLINE 


biotic-resistant strains, thereby providing: 
1. a new maximum in therapeutic 
effectiveness 
2. anew maximum in protection against 
microbial resistance 
3. anew maximum in safety and toleration 
SIGMAMYCIN CAPSULES: 250 mg. (oleando- 
mycin 83 mg., tetracycline 167 mg.), bottles 
of 16 and 100; 100 mg. (oleandomycin 33 mg., 
tetracycline 67 mg.) , bottles of 25 and 100. 
SIGMAMYCIN FOR ORAL SUSPENSION: 1.5 Gm., 
125 mg. per 5 cc. teaspoonful (oleandomycin 
42 mg., tetracycline 83 mg.), mint flavored, 
bottles of 2 oz. * Trademark 


World leader in antibiotic development and production (PF izer) 
Prizsn Division, Chas. Pfizer & Co, Inc., Brooklyn 6, N.Y. 
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lower blood pressure WITHOUT JOLTING 


) other cases, 1 or 2 tablets 


Continued from page 62 


Civil Aeronautics Administration as its physician jp 
Charleston County. 

Dr. Manly E. Hutchinson, Columbia, was recently 
elected president of the South Atlantic Association of 
Obstetricians and Gynecologists. 

Dr. Lawrence L. Hester, Jr., Charleston, was recently 
elected assistant secretary-treasurer of the South At. 
lantic Association of Obstetricians and Gynecologists, 


TENNESSEE 


Dr. Gene Kistler assumed office as president of the 
Chattanooga-Hamilton County Medical Society. Dr, 
Moore J. Smith is president-elect and Dr. Harry 4. 
Stone is secretary-treasurer. 

Dr. James W. Richardson was _ recently chosen 
president of the Hamblen County Medical Society, 
Other officers include Dr. Powell Trusler, vice-presi- 
dent, and Dr. C. F. Mynatt, secretary-treasurer. 

The Nashville Academy of Medicine and Davidson 
County Medical Society installed their new officers 


CLASSIFIED ADVERTISEMENTS 


FOR SALE—Government Surplus, Medical and Hos- 
pital equipment, very reasonable. Contact A. H. 
Smullian Company, 346 Peachtree Street, N.E., At 
lanta, Georgia. 


WANTED—STAFF PHYSICIAN—Experienced in sur- 
gery, who can also do general medical and other duties 
required in a mental institution. Starting salary 
$9,720.00 with complete maintenance for self, or an 
unfurnished house, electrical allowance, heat, water, 
laundry, gas and oil for business purposes. Contact 
Medical Director, Florida State Hospital #2, Arcadia, 
Florida. 


RESIDENCY AVAILABLE—Approved residency in 
neurology July 1, 1957. Stipend $1,719 to $3,000 de- 
pending upon previous training. Adequate facilities 
for training in basic neurologic sciences, clinical neu- 
rology, electroencephalography and neuropathology. 
Apply Dr. Wilmot Littlejohn, Neurology Division, De- 
partment of Medicine, Medical College of Alabama, 
Birmingham, Alabama. 


NOTICE—Will the resident in Virginia who contacted 
box GG in care of the Southern Medical Journal re- 
garding a preceptorship kindly do so again. 


ASSOCIATE DESIRED for EENT practice located in 
large southern medical center. State experience and 
training. Reply to box GG c/o SMJ. 


RADIUM FOR SALE—Formerly used by Gynecologist. 
85 mg. in seven platinum tubes. Contact DM c/o SMJ. 


EENT RESIDENTS WANTED—EENT Hospital, 1% 
beds, averages 35,000 out-patient visits annually, ade- 
quate supervision, instruction and surgery under 
board men. Basic Science Course in affiliation with 
Tulane University included. Cannot accept foreign 
residents. Apply at once: EENT Hospital, 145 Elk 
Place, New Orleans 12, Louisiana. 


— 
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at a dinner meeting at the Hermitage Hotel on Janu- 
ary 8. Dr. William O. Vaughn assumed office as presi- 


| in dent. Dr. W. G. Pennon is president-elect and Dr. 
Thomas S. Weaver is secretary-treasurer. 

ntly Dr. T. V. Banks, Dyersburg, was recently elected 

1 of president of the Dyer Lake, Crockett County Medical 
Society. Dr. W. T. Rainey of Tiptonville and Dr. Wil- 
ntly liam L. Phillips of Newbern were named vice-presi- 

At dents and Dr. J. T. Fuller of Newbern is secretary- 
Sts. treasurer. 

Dr. Fred M. Valentine, Jr., was recently elected 
president of the Cocke County Medical Society. Dr. 
the W. B. Robinson was elected secretary. 

be Dr, J. P. Dietrich was recently elected president of 
be the Warren County Medical Society. Dr. J. E. Phillips, 

McMinnville, was elected vice-president and Dr. Mary 
F. Thompson as secretary. 

my Dr. Clarence Farrar of Manchester was recently 
a: elected president of the Coffee County Medical Society. 

Dr. Edwin Gray, vice-president and Dr. Winfred Wiser 
as secretary-treasurer. 

bod The Memphis-Shelby County Medical Society has 

elected the following officers for 1957. They are: Dr. 

Harold B. Boyd, president; Dr. John D. Hughes, 

president-elect; Dr. Battle Malone, II, vice-president; 

Dr. E. D. Mitchell, Jr., secretary; and Dr. William 
Black, treasurer. 

H. Dr. Bruce H. Sisler, Gatlinburg, was recently elected 

At Governor of the 237th District of Rotary International, 

Worldwide Service Club Organization. 

sur- Dr. Edward P. Cutter, Clarksville, was recently 
ities chosen president of the Clarksville Memorial Hospital 
lary Medical Staff. Dr. Paul Wilson, vice-president and Dr. 
an Charles A. Trahern, secretary. 
iter, Dr. J. Donald Hawthorne, Kingsport, was recently 
tact named health director for Washington County. 
dia, Dr. Henry Herron, Jackson, was recently appointed 

to be new chief of staff at Jackson-Madison General 

o Hospital. Others elected to the staff include Dr. George 

in. D. Dodson, assistant chief of staff; Dr. Hughes Chand- 
soles ler, chief of surgery; Dr. Breck Wyatt, chief of medical 
any service; Dr. Swan Burrus, Jr., chief of obstetrical serv- 
ogy. ice; Dr. Allen Williams, general practice; Dr. Paul 

* Wylie, radiology; and Dr. Chester Jones, pathology. 

De P BY 
‘ma, Dr. Frank S$. Rose, Chattanooga, was recently ap- 

pointed deputy coroner for Hamilton County. 

ain Dr. Doyle E. Currey, Chattanooga, was appointed 
2 coroner for Hamilton County. 

Dr. Robert E. Merrill, formerly of Chattanooga, was 
recently appointed director of the public health de- 
d in partment of Coffee and Franklin Counties. 
and Dr. James W. Polk, Union City, was recently elected 
president of the Union City Kiwanis Club. 
gist. Dr. H. P. Clemmer, Milan, was recently installed 
MJ. as president of the Milan Chamber of Commerce. 

195 Dr. Daugh W. Smith, Nashville, was recently elected 
wre president of the Board of Trustees of Harpeth Hall 
wre Girls School. 
with Dr. C. N. Hickman, Bells, was recently elected first 
eign ‘ice-president of the Consolidated Medical Assembly. 
Elk 


Dr. Alber J. Grobmyer, Jr., Memphis, was recently 


Continued on page 80 
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lower blood pressure WITHOUT me | 
"Dosage: in bload pressures over 200 
lets four times daily. In other cases, 1 or 2 tablets. 
ry four to six hours. Supplied: Bottles of 10 
¥ THE WM. S. MERRELL COMPAN 
New York CINCINNATI - St. Thom Ontarie 
Pr one. Prin Medicine for Over Years 
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FOR DYSMENORRHEA-and 
PREMENSTRUAL TENSION- 
DYSMENORRHEA SYNDROME 


Announcing 


...a new physiologic corrective 
contains no analgesic drug 


ANTISPASMODIC 


Trilute contains 


TROCINATE, a clinically proved 
safe spasmolytic, especially po- 
tent, in pharmacologic studies, 
in relieving spasm of the uterus 
(J. Pharm. Exp. Ther. 89:131). 


THEOPHYLLINE, a diuretic to 
combat fluid retention and uter- 
ine tissue edema, important 
etiologically in the premenstrual 


tension-dysmenorrhea syndrome. 
DIURETIC ANTIHISTAMINIC y y 


PYRILAMINE MALEATE, an anti- 
histaminic to combat any allergic 
factor. 


IN EACH PINK AND GRAY CAPSULE 
TROCINATE 100 MGMS., THEOPHYLLINE 
100 MGMS., PYRILAMINE MALEATE 25 
MGMS. 


IN BOTTLES OF 25 AND 100 CAPSULES 
Directions: One capsule after each 
meal and at bedtime, beginning 4 days 


before onset of menstruation, and 
continuing through first day of flow. 


wm. P. Poythress & C., Inc. 


ETHICAL PHARMACEUTICALS * RICHMOND 17, VIRGINIA 


Tee. 
TRIAD 
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A Dependable Antihypertensive 


SOUTHERN MEDICAL JOURNAL 75 


“...by far the most effective 


and useful orally administered agent for reducing blood 
pressure .. . fully worthy of a trial in every case of 
essential hypertension in which treatment is thought 


’ necessary. The severe cases, which always need treat- 
! ment, are as likely to respond as the mild.’’! 
1. Locket, S.: Brit. M.J. 
1:809 (Apr. 2) 1955. 
An Effective Tranquilizer, too 
“|. . relief from anxiety resulted in generally in- 
d creased intellectual and psychomotor efficiency with 
)- a few exceptions.’’? Rauwiloid is outstanding for its 
S, nonsoporific sedative action in a long list of diseases 
4 burdened by psychic overlay. 
q 2. Wright, W.T., Jr., et al.: J. Kansas 
M. Soc. 57:410 (July) 1956. 
“ Dosage: Merely two 2 mg. tablets at bedtime. 
: After full effect one tablet suffices. 
al 
. A logical first step when more potent drugs are needed 
1c Rauwiloid is recognized as basal Rauwiloid + 
medication in all grades and types ° 
‘ of hypertension. In combination with Hexamethonium 
re more potent agents it proves syner- In severe, otherwise intractable hy- 
25 gistic or potentiating, making pertension this single-tablet com- 
smaller dosage effective and freer bination provides smoother, less 
ns from side actions. erratic response to hexamethonium. 
ge aia Each tablet contains 1 mg. Rauwi- 
ich Rauwiloid + Veriloid® loid and 250 mg. hexamethonium 
nd In moderate to severe hyperten- chloride dihydrate. Initial dose, 14 


NIA 


sion this single-tablet combination 
permits long-term therapy with de- 
pendably stable response. Each tablet 
contains 1 mg. Rauwiloid (alseroxy- 
lon) and 3 mg. Veriloid (alkavervir). 
Initial dose, 1 tablet t.i.d., p.c. 


tablet q.i.d. 


Riker 10s anceus 
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Synatan’ 


much less CNS overstimulation... 


less than any other anorexic you're using... 


only 3.7% of 699 patients on proper dosage 
schedule exhibited CNS overstimulation with 


Synatan (tanphetamin)* 
Synatan 


tanphetamin protocolloid complex, Irwin, Niesler 
fs, 
the smoothest amphetamine compounds you can use... 


wi 


Seco-Synatan* 


IRWIN 


each Synatan tabule contains tan- 
phetamin (dextro-amphetamine 
tannate) 17.5 mg., equivalent to 
5.25 mg. of d-amphetamine base. 


Seco-Synatan contains Synatan 
17.5 mg. and secobarbital 35.0 mg. 


dosage: One or two tabules at 
10:00 a.m. for all day control. 


NEISLER & CO. DECATUR, ILLINO 


Synatan with secobarbital 


To serve your patients today— 

eall your pharmacist for any addi- 
tional information you may need to 
help you prescribe Seco-Synatan and 
Synatan. 

For prescription economy, pre- 
scribe Synatan and Seco-Synatan 
in 50’s. 

*Garrett, T. A.: Clin. Med. 3: 1185 (Dee.) 1956. 
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IN VAGINAL TRICHOMONIASIS — 


EXPLODE tricuomonaps 


with VAGISEC liquid and jelly 


cand “stra 


FOR GREATER TREATMENT SUCCESS - 


FEWER RECURRENCES 


ere at last is a uniquely effective treatment’* that rids 
H patients of vaginal trichomonads successfully in 

more than go per cent of cases without long-term therapy.* 
Vacisec liquid and jelly even clear up long-standing oe hae 
infections,* often in less than a week. Marked iy am Ee. 
improvement is usually seen within the first 24 hours. (Burning, itch 
And here’s why. 


Both Vacisec liquid and jelly explode trichomonads in 
15 seconds after contact.*** ’Round-the-clock therapy 
with liquid and jelly, the Davis technique,t explodes—not 
merely inactivates—hidden trichomonads as well as 

those easily reached. This controls the infection 
immediately and keeps it under control until the last 
trichomonad explodes and disappears, as these photographs 
taken before, during and after VacisEc treatment 


so clearly show. secrete 
(microscOpically negative for tric 
cont after 3 days without therapy fol- 
percen involvem: i ing menstruation. (Results 
*A small tage of women who have an involvement of the cervical, rs bor cuiinomie wa 
vestibular or urethral glands may require other types of treatment.1,3.4 


Active ingredients in VacisEc liquid: Polyoxyethylene nonyi phenol, 
Sodium ethylene diamine tetra-acetate, Sodium dioctyl sulfosuccinate. 
In addition, Vacisec jelly contains Boric acid, Alcohol 5% by weight. 


PLEASE TURN PAGE 


AG I S E and jelly 


“I have been impressed by this method of therapy 


992 


and by the results in my own private patients. 


¥ 
' 
ok 
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quid, and liquid, and 
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CONSIDER 
THE 
HUSBAND 


M?” re-infections occur in patients successfully 
treated for vaginal trichomoniasis, or the infec- 
tion proves refractory because the husband, although 
asymptomatic, is a source of trichomonads.'*.*-* “The 
presence of trichomonads in the male genitourinary 
tract should always be suspected in the husband of a 
woman who is repeatedly reinfected.”* 


To prevent the husband’s re-infecting the patient, 
leading authorities agree that prophylactics for the hus- 
band are indicated as part of the treatment plan’:**-® 
during the wife’s treatment course and “.. . perma- 
nently if he carries the infection.”* Karnaky recom- 
mends: “In resistant and recurring cases . . . the 
husband should wear a condom at coitus for four to 
nine months, during which time these trichomonads 
will usually die out on their own accord.”® 


Most doctors routinely advise this regimen but the 
problem remains of getting husbands to follow this 
advice. When ther 
might dv” 


References: 1. Davis, C. H. (Ed.): Gynecology and Obstetrics 4 
Hagerstown, W. F. Prior, 1955, vol. 3, chap. 7, pp. 23-33. 2, Me 
L. S.: J. Michigan M. Soc. 55:682 (June) 1956. 3. Davis, C,H: 
Surg. 63:53 (Feb.) 1955. 4. Davis, C. H.: J.A.M.A. 157:1% @ 
1955. 5. Molomut, N., Port Washington, N. Y.: Personal co 
(June) 1956. 6. Davis, C. H., and Grand, C. G.: Am. J, Obst & 
68:559 (Aug.) 1954. 7. Draper, J. W.: Internat. Rec. Med, 
(Sept.) 1955. 8. Karnaky, K. J.: J.A.M.A. 155:876 (June % 
9. Bernstine, J. B., and Rakoff, A. E.: Vaginal Infections, h 
and Discharges, New York, The Blakiston Co., 1953. 


The protection RAMSES prophylactics afford i 
very foundation of re-infee+o- 
nrotection. 


Prescribe the one with “built-in” sensitivity 


Husbands will cooperate better in vaginal 
re-infection control if you prescribe RAMSES, 
the superior rubber prophylactic. Transparent, 
smooth, tissue-thin, yet strong, RAMSES are the 
prophylactics most men know and prefer. 

Show your thoughtfulness by writing a 
prescription for RAMSES that the patient or 
her husband can hand to the druggist, or 


offer to phone the druggist yourself. 


“One should 

® forget tha 

R a Mi S = S re-infections 
prophylactics and they can occ 


JULIUS SCHMID, tne. 
423 West 55th Street, New York 19, N. Y. 


from her hus 


VaGisec and RAMSES are registered trade-marks of Julius Schmid, Inc. 


tPat. app. for 
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NOTABLE QUOTES 
about CLISTIN in Allergy 


“Carbinoxamine maleate “...compares favorably with 
produced the fewest complaints the most effective 
of drowsiness, as well as the antihistaminic agents now 
lowest incidence of all available . . . produces 
side effects...” less sedation than 


most...” 


“Undesirable side effects... 
were infrequent and usually 


dj ture.”3 “87 per cent reported some relief 
ons, I mild in nature. 


of their symptoms...” 


“Clistin has proved to be useful 

in the relief of symptoms caused by 

“Clistin Maleate is a potent perennial allergic rhinopathy and 
antihistaminic drug with only 2 f in acute and chronic urticaria 


weak sedative properties...” and pruritus.”* 


(Carbinoxamine Maleate, McNeil) 


should 
tho 
Dosage forms: 

Tablets Clistin Maleate, 4 mg. 


Mc NE I L} Tablets Clistin R-A (Repeat Action Tablets Clistin Maleate, 8 mg.) 


Elixir Clistin Maleate, 4 mg. per 5 cc. 


jons di 


her hus 


LABORATORIES , INC. 1. MacLaren, W. R., Bruff, W. C., Eisenberg, B. C., Weiner, H., and Martin, W. H.: 
Philadelphia 32, Pa Ann. Allergy /3:307 (May-June) 1955. 
sl 2. Beale, H. D., Rawling, F. F. A., and Figley, K. D.: J. Allergy 25:521 (Nov.) 1954. 
3. Johnson, H. J., Jr.: Am. Pract. & Digest. Treat. 5:862 (Nov.) 1954. 


4. Garat, B. R., Landa, C. R., Rossi Richeri, O. F., and Tracchia, R. O.: 
J. Allergy 27:57 (Jan.) 1956. 
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» CH: B 
157:126 Q> 
c. Med. 
afford i 
\ 


78 


SOUTHERN MEDICAL JOURNAL 


pigital's 


in its completeness 


Each pill is 
equivalent to 
one USP Digitalis Unit 


_ Physiologically Standardized 


therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass. 


APRIL 1957 


PHENAPHEN’ 
PLUS 


MISERABLE COLD 


each coated tablet: 


Phenacetin(3gr.). . + 194.0 mg. 
Acetylsalicylic Acid (2% gr.) . 162.0 mg. 
Phenobarbital (4 gr.) . . . 16.2 mg. 
Hyoscyamine Sulfate . . . 0.031 mg. 
Prophenpyridamine Maleate. . 12.5 mg. 


Phenylephrine Hydrochloride . 


Allen’s 
INVALID HOME 


ESTABLISHED 1890 


MILLEDGEVILLE, GEORGIA 


For the treatment of 


NERVOUS AND 
MENTAL DISEASES 


Ground 600 Acres — Buildings, Brick 


Fireproof — Comfortable — Convenient 
Site High and Healthful 


E. W. ALLEN, M.D. H. D. ALLEN, M.D. 


DEPARTMENT FOR MEN DEPARTMENT FOR WOMEN 


Terms Reasonable 


| PILLS || PILLS! 
| Digitalis 
| rx 1 
(apprex, 1% grains) 
CAUTION: Federei 
| 
OAVIES, ROSE & CO. ind 
Basten, Mass. Sa 


nt 


)MEN 
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NEOBON 


TO FIGHT THE INROADS OF AGE 


Current opinion stresses the importance of early recognition of 
the undesirable effects of aging, and adequate metabolic support 
of the body’s fight against them.' NEOBON, by providing 4 factors 
PLUS 1, corrects all 5 of the recognized treatable causes of aging. 


Gonadal Hormone Decline—NEOBON’S daily dose of 3 mg. Methyl- 
testosterone and 0.018 mg. Ethinyl Estradiol offsets it. 


Hematinic Deficiencies—NEOBON combats nutritional anemia and 
iron deficiency with essential hematinic factors. 


Digestive Enzyme Deficiency—NEOBON supplies pepsin and pan- 
creatin to insure proper absorption and utilization of foods— 
despite digestive “let-down”’ of aging. 


Nutritional Inadequacy —NEOBON’S complete combination of essen- 
tial minerals and vitamins replaces deficiencies inherent in the 
restricted diets of the aging. 


PLUS-—NEOBON’s new lysine, the amino acid that lifts low value vegetable 
proteins to the high grade quality found in meat and eggs. 


NEOBON in bottles of 60 soft, soluble capsules; prescription only. 
1. Klemme, H. L.: Clin. Med., October, 1956. 


NEW NEOBON’ LIQUID, a geriatric tonic 


providing gonadal and thyroid supplementation, im- 
proved carbohydrate and protein utilization, hematinic 
action, and mild antidepressant effect. 


In 16 oz. bottles; prescription only. 


PEACE of mind ATARAX® Chicago 11, Illinois 
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Continued from page 73 


installed as chief of the medical staff of St. Joseph 
Hospital. 

Dr. B. M. Overholt, Knoxville, was recently elected 
chief of staff of St. Mary’s Hospital, Dr. John Hall was 
chosen as vice chief of staff, and Dr. Bruce Campbell 
as secretary. 

Dr. Oscar Touster, Vanderbilt University School of 
Medicine, was recently awarded the annual Theobald 
Smith Award in the Medical Sciences. 

Dr. Glen M. Clark has recently joined the staff of 
the University of Tennessee College of Medicine as 
assistant professor of medicine. 


VIRGINIA 


Dr. Lester I. Fox, Fort Monroe, has recently been 
elected a Fellow of the American College of Physicians. 

Dr. Joseph T. Showaler, Christiansburg, was recently 
named Southwest Virginia’s Man of the Year for 1956. 

Drs. Shelton Carey, Russell Smiley, and F. B. Mc- 
Kinney, Jr., were recently elected as medical advisors 
to the Salem Rescue Squad. 

Dr. G. B. Setzler was recently appointed district 
chairman of finance of the Jefferson Forest Boy Scouts. 

Dr. Ira L. Hancock, Creeds, has recently been ap- 
pointed by Governor Stanley to the State Hospital 
Board. 

Dr. Andrew F. Giesen was recently appointed presi- 
dent of the Radford-Montgomery Chapter of the Vir- 
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ginia Society for Crippled Children and Adults, 

The Waynesboro Community Hospital has electe 
the following officers for the medical staff of this 
hospital. They are: Dr. William A. Macllwaine, preg. 
dent; Dr. S. R. Penn, vice-president; Dr. J. Powel 
Anderson, treasurer; and Dr. Beverly J. Loesch, se. 
retary. 

Dr. Phillip R. Bryan was recently elected chief of 
staff of the Lynchburg General Hospital. 


Dr. G. Edward Calvert was recently elected presiden, 
of the staff of Marshall Lodge Memorial Hospital ang 
Guggenheimer Memorial Hospital, Lynchburg. Dy 
Powell G. Dillard, Jr., has been named _ vice-president 
and Dr. Edward Stoll as secretary. 


Dr. C. A. Nunnally, Fredericksburg, was recently 
named president of the medical staff of the Man 
Washington Hospital. Dr. E. R. Ware, vice-president; 
and Dr. T. Stacey Lloyd re-elected secretary-treasurer, 


Dr. Elizabeth B. Sherman, Front Royal, was recently 
elected vice-president of the Warren County Chapter 
of the Virginia Society for Crippled Children and 
Adults. 

Dr. Frank Buck was recently named chief of staff 
of the Virginia Baptist Hospital, with Dr. Holcomb 
Hurt as assistant chief of staff. Dr. Robert Brickhouse 
is secretary. 

Dr John W. Devine, Jr., Lynchburg, was recently 
elected State Director of the Babe Ruth League base. 
ball program by Virginia’s 14 leagues. 


Continued on page 86 


For Your Menopause Patients who complain of... 
Hot Flashes, Sweating, Palpitation, Nervous Stomach, Dizzy Spells, ett 
Best Benefited by ’round-the-clock control with Bellergal Spacetabs. 
Proven safe in more than 3400 Published Cases / Dosage: 1 Bellergal Spacetab 


in the A.M. and iin the P.M. | a contains: Ergotamine tartrate 0.6 mg., Bellafoline 0.2 mg., Phenobarbital 40. mg. 


424 SAND OZ puarmaceuticais 


Hanover, New Jersey 


ARIOSTO NARDOZZ 
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-_NON-MERCURIAL DIURETIC Lederle 


in glaucoma 


Intraocular pressure is significantly reduced by DIAMOX in various 
types of glaucoma —acute congestive glaucomatous crisis, simple 
glaucoma which does not respond to miotics, and some 
secondary glaucomas. Well-tolerated, easily administered, 
DIAMOX has proved to be a highly useful drug. 


Preoperatively, DIAMOx is particularly useful in conditions where 
intraocular pressure is high and reduction is required. 


Postoperatively, DIAMOX aids early restoration of the anterior 
chamber and maintenance of a formed area. 


Diagnostically, in glaucoma and other ophthalmologic conditions, 
DIAMOX clears corneal edema, greatly enhances visibility, permits 
examination of the interior of the eye. 


Suggested dosage of pIAMOx for most ophthalmologic conditions 
is 5 mg. per kg. every six hours day and night. In severe 
glaucomatous crises the intravenous form may provide quicker 
reduction of global pressure. 


Supplied: Scored tablets of 250 mg. (Also in ampuls of 500 mg. 
for parenteral use.) 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N. Y. t Lederie } 
Reg. U.S. Pat. Off. 
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prescribe Bromural for daytime sedation, 
one tablet every three to five hours. For 
sleep, 2 or 3 tablets upon retiring or 
when wakeful during the night. 


BROMURAL, brand of Bromisovalum, mono- 
bromisovalerylurea, is available as 5-grain tab. 
lets and in powder form. 


ORANGE, NEW JERSEY 


ideal for dermatoses 


neomycin and ethamicort 


topical ointment 
NEOMYCIN+the first water-soluble dermatologic corticoi 


‘outstanding availability, penetration, therapeutic concentrations and potent) 
-— without systemic involvement, In 1/2-0z. and 1/6-0z. tubes, 0.5% neomycin sulfate ani 
0.5% ethamicort (MAGNACORT),. 


for inflammation without infection MAGNACORT topical ointmen 


brand of ethamicort 


In 1/2-0z. and 1/6-0z. tubes, 0.5% ethamicort (hydrocortisone ethamate hydrochloride). 


PFIZER LABORATORIES Division, Chas, Pfizer &Co., Inc. Brooklyn 6, New You 


Trademark 
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@ Combination Therapy Approach to 
faster...more effective...more prolonged 


Dramatic Reliofy cx 
RHINITIS..NASOPHARYNGITIS 


SINUSITIS..NASAL CONGESTION 


due to upper respiratory infections and allergies 


MEASURED-DOSE NASAL NEBULIZATION 


Medihaler-Phen is sate...for 
children, too. Repeated use 
does not lead to cardiac or 
nervous stimulation. No sys- 
temic effects from any active 
ingredient. Great penetrability 
permits small dosage. 


Vest pocket size... unbreakable 
Plastic tip easily sterilized... 
economical...each vial delivers 
200 doses...does not lose po- 
tency on standing. 


Each ce. provides phenylephrine HCl 3.6 mg., neomycin sul- 
fate 1.5 mg. (equivalent to 1.0 mg. of neomycin base), and 
hydrocortisone 0.6 mg., in 10 cc. leakproof, spillproof vials with 
metered-dose valve and sterilizable plastic nasal adapter. 


*VASOCONSTRICTIVE 
*DECONGESTIVE 

ANTI-INFLAMMATORY 
"ANTIBACTERIAL 


Medihaler-Phen is self-powered, measured-dose, vaporized, 
tissue-compatible medication for effective relief of all forms of 
nasal and paranasal congestion. Ingredients are blended, for 
the first time, with an inert, nontoxic aerosol propellent and 
are made more effective with a penetrating surfactant. Accu- 
rately-measured nebular cloud is gentle but penetrating, avoid- 
ing haphazard dosage of sprays, inhalants, and nose drops. 
Great effectiveness...long lasting...minimal rebound...pene- 
trates “mucous blanket.” 
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(Zoxazolamine,* McNeil) 


engestic’coated or plain 


“...17 of the 20 patients with post-traumatic muscle spasm of 
the low back had excellent or good responses.”! 


“In acute and chronic recurrent low back syndrome, seven of 
eight patients showed visible objective improvement.”2 
1. Wallace, S. L.: Zoxazolamine (FLexiN) in Low Back Disorders, to be published. 


2. Settel, E.: FLexin in Geriatric Skeletal Muscle Spasm, Am. Pract. & Digest 
Treat., in press. 


Available: Tablets, Engestic Coated, pink, 250 mg.; bottles of 36. 


Tablets, scored, yellow, 250 mg.; bottles of 50. 
*U. S. Patent Pending 


McNeil Laboratories, Inc « Philadelphia 32, Pa. 09887 


AW LOW BACK 
‘ 
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offers the logical combination of 

natural belladonna alkaloids and phenobarbital— 
a combination which provides smooth spasmolysis 
and balanced sedation. 


EACH TABLET OR FLUIDRAM OF ELIXIR CONTAINS: 


PHENOBARBITAL mg. (Y% gr.) 


BELLADONNA ALKALOIDS mg. 


(Incorporated as Hyoscyamine sulfate 0.1286 mg. Atropine sulfate 
0.0250 mg. and y de 0.0074 mg.; approximately 
equivalent to 7 min. Tr. Belladonna.) 


V VANPELT & BROWN, INC. Richmond, Virginia 
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Continued from page 80 


Dr. Edward FE. Haddock, Richmond, was recently 
elected as oriental guide of the Acca ‘Temple, Ancient 
Arabic Order of the Nobles of the Mystic Shrine. 

Dr. William Bickers, Richmond, was recently pre- 
sented “an award of appreciation in recognition of 
meritorious service” by the Virginia Division of the 
Salvation Army. 

Dr. W. Norman Thornton, Charlottesville, was re-— 
cently elected secretary-treasurer of the South Atlantic 
Association of Obstetricians and Gynecologists. 

The Alexandria, Arlington and Fairfax County Med- 
ical Societies cordially invite all physicians to attend 
the eighth annual North Virginia Clinical Assembly 
on Sunday April 7th from 9:00 a.m. to 5:00 p.m. The 
meeting will be held in Wakefield High School, 4901 
S. Chesterfield Rd., Arlington, Va. The program is 
being presented by members of the faculty of Duke 
University. There will be a registration fee of $5.00 
which includes a luncheon and a cocktail party. There 
is no charge for attendance of wives at the lectures or 
the cocktail party. Wives will be charged $3.00 for at- 
tendance at the luncheon. Checks for advance regis- 
tration should be made out to the Northern Virginia 
Clinical Assembly and mailed to P. O. Box 192, Alex- 
andria, Va. 


WEST VIRGINIA 


Dr. Hiram Wilson Davis, Huntington, has been re- 
cently appointed by Governor Stanley as State Com- 
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missioner of Mental Hygiene and Hospitals. 

Dr. Israel Hanenson, Weston, has recently received 
a certificate of merit from the West Virginia Depart. 
ment of Veterans Affairs “in recognition for his services 
to West Virginia veterans.” 

Dr. M. D. Phelps of Fairmont has recently accepted 
an appointment as a Senior Fellow in Internal Medi. 
cine at the Lahey Clinic in Boston. 

Dr. A. M. Benshoff, Jr., has recently accepted ap. 
pointment as a staff member of the Greenbrier Valley 
Hospital, in Ronceverte. 

Dr. Marvin H. Porterfield of Martinsburg was re. 
cently chosen president of the Eastern Panhandle 
Medical Society. Dr. George S. Appleby was chosen 4s 
the new first vice-president, and Dr. Edward M. Sipple, 
second vice-president. Dr. E. Andrew Zepp is secretary. 
treasurer. 

Dr. Roy G. Conrad, Weirton, was recently elected 
president of the Hancock Medical Society. Other of. 
ficers are Dr. M. Bogarad, vice-president, and Dr, 
George Naymick, secretary-treasurer. 

Dr. Robert R. Frye, Mannington, was recently 
chosen president of the Marion County Medical 
Society. Dr. William A. Ehrgott was chosen as vice- 
president. Dr. C. $. Lawson, Jr., was elected treasurer 
and Dr. G. Thomas Evans was re-elected secretary. 

Dr. W. H. Rardin was recently elected president of 
the Raleigh County Medical Society. Dr. Charles W. 
Merritt was named vice-president and Dr. John A. 
Hedrick, is secretary-treasurer. 
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*KCalmitol is the non-sensitizing 


antipruritic ointment supplied in 114-0z. tubes and 1-Ib. jars, 
and (liquid) 2-0z. bottles by THos. LEEMING & Co., INc., New York 17. 


__| 
meeting: needed ano the Rx for that new 
prescribed for I suggested 
: she use Calmitol yntil you returned- she phoned 
again, today; prefers Calmitol. 
TIME: 4:50 P-™: s.G. 
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FERROLIP 


-new physiologic iron chelate for 


maximum hematologic 


response—avoids interruption of 


-guards against iron 


dal 


poisoning from accidental overdosage 


(Iron Choline Citrate*) 


chelated iron for effectiveness 
plus ‘‘built-in’’ tolerance and safety 


TABLETS —3 tablets supply 120 mg. of iron DROPS—Each cc. provides 16 mg. of iron 
and 360 mg. of choline base. Adults: 1 or 2 and 48 mg. of choline base. M.D.R. for in- 
tablets t.i.d.: Children, 1 tablet t.i.d. fants and children up to 6 years is 0.5 cc. 


SYRUP—6 teaspoonfuls supply 120 mg. of Supplied: Tablets: Bottles of 100 and 1000; 
iron and 360 mg. of choline base. Adults: 2 Syrup: Pints and gallons; Drops: 30-cc. 
to 4 teaspoonfuls t.id.: Children, 2 tea- dropper bottles. 

spoonfuls t.i.d. 


> for the clinical and 
, experimental proof, write for ‘Lint 
° complete literature » EATON & COMPANY 


Decatur, *U.S. Pat. 2,575,611 
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A new 


therapeutic approach 


with inherent safety 


in PRURITUS ANI 


HYDROLAMINS 


TOPICAL AMINO ACID THERAPY 


Unique physiologic barrier—topical amino acids— 
brings rapid relief (98%') and complete healing (88%!) 


**,..the objectives of therapy in pruritus ani can be listed 
under 3 headings: 


(1) relieve itching: [Hydrolamins produced immediate relief 
of intractable itching in 98% of patients. The anti- 
pruritic effect of one application lasts about twenty-four 
hours. 


(2) accelerate healing, [Hydrolamins rapidly and com- 
pletely healed reddened, fissured, macerated and ridged 
perianal lesions in 88% of cases."] 


(3) allow natural healing without trauma due to physical, 
chemical, allergic, or microbiologic agents.”? [The 
amino acids of Hydrolamins promote safe, natural heal- 
ing while the ointment protects the perianal area from 
irritation.'] 


Due to the rapidity of action of Hydrolamins, it is believed that proveier preci 
irritants, —— for the pruritus, are neutralized. Hydrolamins also forms a 
biochemical barrier against further irritation. 


SUPPLIED; In 1 oz. and 2.5 oz. tubes. 


Pharmaceutical Company, Chicago 14, Illinois 


1. Bodkin, L.G., and Ferguson, E.A., Jr.: Successful Ointment Therapy for Pruritus Ani, Am. J. Digest. Dis. 
18:59 (Feb.) 1951. 


2. Fromer, J.L.: Dermatologic Concepts and Management of Pruritus Ani, Am. J. Surg. 90: 805 (Nov.) 1955. 
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folds, accompanied by intense burning 
and itching of 3 years’ duration. ee 
MS 
Same case after treatment with Hydro- 
; lamins. Note healing of the inflamed, 
fissured and excoriated areas and of the 
whitened anal folds. 
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ecretion of more bile is the most 
important therapeutic indication. 


Remington* says: “Bile salts are extensively 
employed in various types of hepatic disorders 
. . The choleretic action is of value... 
for removing small calculi inhibiting the 
flow of bile through the common duct.” 


CHOLOGESTIN is the effective choleretic 
that increases both the volume of bile and its 

content of bile salts. Thus it overcomes 

the inspissation which leads to gallstones. 


CHOLEGESTIN contains salicylated bile 
extract combined with pancreatin 
and sodium bicarbonate. Dosage, 1 tablespoonful 
in cold water after meals. TABLOGESTIN, 
3 tablets equivalent to 1 tablespoonful 
of Chologestin. 


*Practice of Pharmacy, 

11th ed., 1956, p. 704. 
q F. H. STRONG COMPANY 7 
112 W. 42nd Street New York 36, N. Y. 
Please send me free sample of TABLOGESTIN together with | 
literature on CHOLOGESTIN. 1 
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Anpalar hian fiall * Asheville, North Carolina 


lescence, drug and alcohol habituation. 


Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 
single or en suite. 

Wo. Ray GrIFFIN, JR., M.D. Mark A. GriFFIN, M.D. 
Rospert A. GriFFIN, M.D. Mark A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, AsuHevitte, N. C. 
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| 6720 hours of stress 
Rx 
OBRON : 


for pre-natal supplementation 

“Stress of pregnancy ... 24 hours a day, for 

the entire gestation, the postpartum period and 
lactation.’ In OBRON, 8 essential vitamins, 
calcium, iron and 8 other minerals are 
formulated to compensate for stress-conditioned 
gestational deficiencies. 
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In bottles of 100 soft, soluble capsules. 
1. Tompkins, W. T.: in Modern Nutrition in Health and Disease, ed. by 


Wohl, M. W. and Goodhart, R. S., Lea & Febiger, Philadelphia, 
1955. p. 885. 
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‘AC TIN G N 


to treat 
the hypertensive patient 


as a whole 


Unitensen-R combines cryptenamine 
and reserpine which “act in concert” 
to control the entire syndrome of 
essential hypertension. 


Cryptenamine dependably lowers blood 
pressure, and improves cerebraleand 
renal circulation. It also increases 
cardiac efficiency, and may arrest the 
progress of vascular damage. 


Reserpine raises the threshold of 
emotional response and stifles 
neurogenic aggravation of the disease. 


Given together, cryptenamine and 
reserpine produce a far better 
therapeutic effect than when given 
separately. And successful therapy 

is usually maintained with dosages well 
below those producing side effects. 


7Cohen, B. M.; Cross, E. B., and Johnson W.: 
Am. Prac. & Digest Treat. 6: 1030, 1955. 


UNITENSEN-R 


Reg. US, Pat. Ott. 


IRWIN, NEISLER & COMPANY 
DECATUR, ILLINOIS 


Each grey-coated Unitensen-R tablet contains: 


(tannates) 


Dosage: 1 tablet t.i.d. 
For prescription economy, prescribe in 50’s. 


To serve your patients today — call 
your pharmacist for any additional information 
you may need to help you prescribe Unitensen-R. 
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McCall, M.L., Sass, D. K., Wagstaff, C., and Cutler, J.: 
Obst. & Gynec. 6: 297, 1955. Cohen, B. M.: New York 
State J. Med. 55: 653, 1955. LaBarbera, J. F.: Med. Rec- 
ord and Annals 50: 242, 1956. Voskian, J.; Assali, N. 
S., and Noll, L.: Surg., Gynec. & Obst. 102: 37, 1956. 
Crisp, W. E., and McCall, M. L.: Am. Prac. & Digest 
Treat. 7: 620, 1956. Finnerty F. A.: Am. J. M. Sc. 229: 
379, 1955. 
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STERANE® won't show your arthritic where they’re 

running or make them strike... but STERANE will 
help him cast, play, net or pursue almost any sport 
or job, by reducing joint pain, swelling and immo-@ 
bility. STERANE (prednisolone), the most potent anti- @ 
rheumatic steroid, is supplied as white, scored 5 mg. @ 
tablets (bottles of 20 and 100) and pink, scored 1 mg. @ 
tablets (bottles of 100). 


PFIZER LABORATORIES Division, Chas. Pfizer & Co.,Inc. Brooklyn 6,New York @ 
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the urine glucose test of unmatched simplicity 


TES-TAPE 


(Urine Sugar Analysis Paper, Lilly) 
tear moisten compare 


‘Tes-Tape’ is both qualitative and quanti- 
tative. Its selective action prevents false 
positive reactions; assures clinical accuracy. 
Patients also welcome the convenience, sim- 
plicity, and accuracy of “Tes-Tape.’ 


The handy plastic dispenser allows you to 


Available at pharmacies °TY ‘Tes-Tape’ in your house-call bag for 
everywhere. on-the-spot determinations. 


728020 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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Pentobarbital sodium and Carbromal 


~ 
; 
® 
In Kapseal® and Elixir form. 
| 4 


